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Nutrition in the Newborn* 
HARRY R. LITCHFIELD, 


INTRODUCTION 


During the past decade there has been a tremen- 
dous reduction in feeding difficulties and in nutritional 
disorders. The improved nutritional status along with 
other factors has had a share in the progressive lower- 
ing of mortality rates in infectious and other diseases. 

A quarter of a century ago the pediatrician was 
defined frequently as the “baby feeder”; a variety of 
milk mixtures, compounded in many instances of 
skimmed milk, whey, and cream according to per- 
centage and adjusted to meet supposed indications in 
the baby, constituted his chief stock in trade. His ac- 
tivities in preventive pediatrics were linked with “milk 
stations,” “diet kitchens,” and “babies’ milk fund foun- 
dations.” 

The pediatrician’s other medical duties in the field 
of nutrition chiefly called him to battle with summer 
complaint, an engagement in which he was all too fre- 
quently defeated. His weapons were tea, barley water, 
protein milk, and floating and seaside hospitals. 

How changed is all this today! More facts, dis- 
covered in biochemical laboratories and applied by 
scientifically trained physicians, have established infant 
feeding on a really sound basis. 

Vomiting is now a less frequently observed symp- 
tom, and while poor nutrition in infants is still ob- 
served, the terms “balance disturbance,” “infantile 
atrophy,” and “infantile dystrophy” are disappearing 
from pediatric literature in many parts of the country, 
although the conditions may still be prevalent in foreign 
countries where recent advances in the nutrition of the 
newborn have not been studied. Today we do not split 
hairs over slight changes in amounts of protein, carbo- 
hydrate, and fat, nor do we argue much about the rela- 
tive values of casein and whey proteins. 


CHEMICAL DIFFERENCES BETWEEN COW’S MILK 
AND HUMAN MILK 

It is necessary, however, in order to understand 
the nutritional processes of babies fed on cow’s milk, 
to have a clear idea of the essential ways in which cow’s 
milk differs chemically from human milk. 

Fats.—I shall briefly review the role of fats in in- 
fant nutrition. The fats of the two milks differ con- 
siderably in their chemical nature. The fat of human 
milk contains only about 2 per cent of the lower irri- 
tating volatile fatty acids, that of cow’s milk contains 
anywhere from 6 to 27 per cent, according to different 
observers. It is possible that this high content in irritat- 
ing acids, especially butyric and caproic, may have a 
great deal to do with the difficulty some infants have in 
digesting cow’s milk. 

Of the more volatile acids, oleic makes up at least 
50 per cent of the total fatty acid content of human 
milk fat, whereas it makes up only 35 per cent of the 
total content of cow’s milk fat. Cow’s milk fat contains 
much more palmitin than does that of human milk. The 
calcium soaps of oleic acid are much more easily ab- 
sorbed than those of palmitic acid. This may be another 
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reason the fat of human milk is tolerated better than 
that of cow’s milk. The fat globules of human milk are 
probably in a much finer emulsion than those in cow’s 
milk. When the number of droplets are counted in a 
counting chamber there are always more in human 
than in cow’s milk. The fat globules in human milk 
measure between 0.001 and 0.01 mm. Since the fat 
droplets in human milk may be of greater diameter 
than those in cow’s milk, it seems inconsistent that 
there should be a larger number in the former than in 
the latter. The explanation must be that the majority 
of fat droplets in human milk are small and measure 
about 0.001 mm., while the majority of those in cow’s 
milk must be closer to the upper limit and measure 
nearly 0.01 mm." The larger the number of fat globules, 
the greater is the surface area for the fat-splitting fer- 
ments to work on, and, therefore, the more complete 
is the digestion of the fat. This may be another reason 
the fat of human milk is better as an infant food than 
that of cow’s milk. 

Protein and Salts——One additional consideration 
of the diet in infancy is the subject of caloric propor- 
tions. From the analysis of the chemical composition 
of human breast milk it is logical to conclude that an 
ideal diet for the infant should provide the essential 
fatty acids such as linoleic. The remaining common 
long chain fatty acids, both saturated and unsaturated, 
are relatively nonspecific in their nutritive behavior, 
and the evidence is strong at the moment to support 
the belief that there are no specific fatty acids other 
than the essential fatty acids required in human nutri- 
tion. 

It is known that cow’s milk contains more than 
twice as much protein and more than three times as 
much ash as human milk. This is because of the more 
rapid growth of the calf, which needs a large amount 
of protein and salts in order to supply material for the 
rapid growth of bone and muscle tissue. 

It is interesting to note that in most Mammalia the 
ash and protein content of the milk of each species is 
in inverse proportion to the length of time needed for 
the young to double its birth weight.’ 

Most of the protein in cow’s milk is casein, in the 
proportion of about 6 parts of casein to 1 of lactalbu- 
min. In human milk, according to most authors, the 
casein and lactalbumin are about equally divided. 

The casein of cow’s milk is probably not the same 
substance chemically as the casein of human milk. 
Casein in cow’s milk contains 0.87 per cent of phos- 
phorus; casein of human milk contains only 0.25 per 
cent. Cow’s milk casein coagulates in the stomach in 
tough, leathery masses, human milk casein in fine flakes. 


The salt content of cow’s milk is greatly in excess 
of that of human milk. Although as yet relatively little 
is known regarding the metabolism of salts and their 
role in producing disturbances of digestion or nutrition, 
it is undoubtedly true that the large amount of inor- 
ganic material, particularly salts of calcium, sodium, 
and phosphorus, and the forms in which they are 
found, have a great deal to do with some of the dis- 
turbances in babies fed on cow’s milk. Cow’s milk is, 
however, much poorer in iron than human milk, and 
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this, too, has an important bearing on practical infant 
feeding, because babies fed too long on milk, without 
other iron-containing food, are likely to become anemic 
and flabby. 

It is important to note that the high salt content in 
cow’s milk in relation to fat digestion favors the forma- 
tion of insoluble calcium soaps which are difficult to 
absorb. 


Summary.— 

1. There are important physical and chemical dif- 
ferences between.the fats in cow’s milk and human 
milk which indicate that the former is digested and 
absorbed with more difficulty than the latter. 

2. The total protein is considerably higher in cow’s 
milk, owing to the large amount of casein present. It is 
a different substance chemically from that in human 
milk and is probably digested with more difficulty. 

3. The salt content of cow’s milk is very high in 
comparison with that of human milk. The large excess 
of calcium salts seems to be of special importance since 
it probably has much to do with disturbances of fat 
metabolism. 

INFANT FEEDING AND DIGESTIVE AND NUTRITIONAL 
DISTURBANCES 

With these differences in mind it is not hard to see 
why the metabolic processes of breast-fed and artifi- 
cially fed babies are very different, and why it is pos- 
sible for a totally different category of digestive and 
nutritional disturbances to develop in artificially fed 
and in breast-fed infants. 

To many pediatricians, discussions of the relative 
merits of lactose, cane sugar, corn syrup, Dextri-mal- 
tose, and oatmeal gruel are outmoded, and malt soup 
and butter-flour mixtures are assigned to oblivion. 

The lowering of digestive function and tolerance 
for food during an infection is a condition more clearly 
recognized now than it was a few decades ago. We 
know that the most frequent causes of vomiting in the 
past were unmodified milk protein and too much fluid 
bulk; rarely were the causes too much fat, sugar, or 
casein. In large measure because of the outstanding 
work of Americans, the importance of protein modifi- 
cation is definitely recognized. While protein modifica- 
tion can be accomplished in a variety of ways, no one 
of them is better or easier than simple cooking, a pro- 
cedure accomplished by boiling, drying, or evaporating, 
often followed by canning. 

It is recognized that the caloric intake is variable 
from feeding to feeding, but the total can be estimated 
fairly accurately, and, in the long run, the intake is 
pretty largely determined by the child’s appetite. It is 
also recognized that 15 to 20 per cent of the total caloric 
intake should be in protein, 40 to 50 per cent in carbo- 
hydrate, and the remainder in fat. Furthermore, if 
water is added to a milk mixture it should be done to 
meet the child’s water requirement and not for the sole 
purpose of making the food more easily digestible. 

In the early years of this quarter of a century, 
human milk was a sine qua non of even reasonable 
success in infant feeding, but the nutritional importance 
of human milk is no longer dominant in infant feeding. 
It is true, as it always has been, that human milk is 
easily assimilated, cheap, clean, and convenient, and for 
these reasons breast feeding should be energetically 
fostered. However, it is also true that science has met 
in large measure the challenge of producing a nutri- 
tionally acceptable substitute for human milk. The 
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dried milk powders on the market today are very useful. 
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and can be used to prepare a balanced diet for the new- 
born. 
Pediatrics has made great strides in eliminating 
summer complaint and noninfectious diarrhea in babies. 
The morbidity from these complaints is now negligible. 
Many factors of course have been operative in bringing 
this situation to pass, notably improved infant feeding, 
better nutrition, good nursing, and intelligent medical 
care guided by the results of brilliant clinical and lab- 
oratory studies. These have demonstrated that the 
symptoms are largely due to fluid loss, electrolyte im- 
balance, and vascular and circulatory failure. Today 
therapy consists essentially in discouraging further fluid 
loss by putting the gastrointestinal tract at rest (feeding 
nothing by mouth), by fluid and electrolyte replace- 
ment, and by antishock treatment ; no procedure, in this 
latter respect, is as effective as blood transfusion. When 
the body and the intestinal tract are restored to a near 
normal condition the patient can be fed (at first in 
small quantities), and the food need not differ from 
that which would be given under ordinary circum- 
stances. If oral intake of food must be held in abeyance 
for several days organic substances other than glucose, 
namely, vitamins and amino acids, can be administered 
parenterally. 
VITAMINS 


The vitamin chapter in the science of nutrition and 
in pediatric practice is likewise remarkable. Vitamins 
play an important role in infant nutrition. Many of the 
most important problems of prevention of rickets, 
tetany, xerophthalmia, and scurvy have been solved. 
As recently as 15 to 20 years ago, the majority of the 
cases admitted to children’s wards were either diarrhea 
or the results of vitamin D deficiency, rickets, and con- 
vulsions due to rachitic tetany. Now all these disorders 
are preventable. 


Recently Gardner* pointed out that the calcium- 
phosphorus ratio in milk should be 1% to 1. By appli- 
cation of this knowledge to infant-feeding problems, 
early convulsions in the newborn have almost entirely 
disappeared. There is danger of precipitating this con- 
dition by feeding an evaporated milk formula. Whole 
milk, with a calcium-phosphorus ratio of 1 to 1, is in 
itself on the danger threshold. When the formula is 
further diluted to 1 oz. of evaporated or cow’s milk to 
2 oz. of water or even 2 parts of milk to 1 part of 
water, the food is unphysiologic for the human infant 
in the neonatal period. This dilution produces elevated 
serum phosphorus and decreased serum calcium and 
magnesium levels. In addition, a high phosphorus diet 
of a formula of inadequately diluted cow’s milk causes 
hypertrophy of the parathyroid gland of the newborn. 
If breast milk is unavailable, a suitable formula of 
simulated breast milk is advisable for the neonatal pe- 
riod. 


With the early addition of vitamins to the formula 
and newer biochemical evidence regarding the required 
milk composition, we do not see, as formerly, dozens 
of babies with frank convulsions and dozens of new- 
borns having “fits” the moment they have a degree of 
fever or cut a tooth. The cases of active and latent 
tetany, such as spasmophilia, are now a rarity, and with 
the disappearance of tetany has vanished, among other 
things, the fine art of determining electrical reactions. 

There is no necessity for a prolonged discussion 
of the vitamins and their role in pediatric practice, with 
the exception of the role of B,» in relation to growth 
and development and B,, which only recently has come 
under discussion. 


i 
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Vitamin B 


In 1948 research workers‘ reported the isolation of 
vitamin B,,.. Following this discovery APF (animal 
protein factor) concentrates were produced by fermen- 
tation processes as by-products in the manufacture of 
streptomycin and other antibiotics. 


The APF concentrates were tested as supplements 
to poultry rations, and it was observed that these APF 
concentrates had feeding value equal to vitamin By». 
and to protein from animal sources. 


The successful experiments in growth promotion 
in animals prompted Wetzel’ in 1949 to study the asso- 
ciation of growth failure in school children with vita- 
min B,» deficiency. It must be pointed out, however, 
that he studied these under constraints which parallel 
those in anemia, in the sense that his results were ap- 
praised, not under normal blood or growth conditions, 
but in hemopathologic states and in conditions of 
growth failure. The few deficiency cases he reported 
showed good results; there were no normal cases for 
comparison. In our own studies* on growth and de- 
velopment in the newborn, 346 infants to whom vita- 
min B,. was administered over a 2-year period showed 
a slight increase in growth as compared to normal new- 
borns. 


In appraising the present status of vitamin By», 
according to Reisner,’ 5 to 10 micrograms will give a 
good reticulocyte response, particularly in pernicious 
anemia, and larger doses, 25 to 50 micrograms, may 
have beneficial effects in neurologic lesions. He is also 
of the opinion that folic acid may be part of or is in 
part of the B,. fraction. 


Vitamin 


An outbreak of convulsive seizures in infants dur- 
ing 1952 and 1953 provided evidence of an essential 
dietary requirement in infancy for vitamin By. Nat- 
urally, this aroused renewed interest in the role of 
vitamin B, in human nutrition. 


The currently recognized members of the vitamin 
B, complex are pyridoxine, pyridoxal, pyridoxamine, 
and the phosphorylated forms, pyridoxal phosphate and 
pyridoxamine phosphate. The functional forms of vita- 
min B, are the phosphorylated compounds, and these 
esters serve as coenzymes in all the systems involving 
vitamin Bg. 


An important aspect of the metabolic role of vita- 
min B, is concerned with fat metabolism ; the synthesis 
of highly unsaturated fatty acids and the deposition of 
fat seem to be dependent on an adequate supply of 
vitamin B,. Nothing is yet known of the mechanism by 
which vitamin B, brings about these results. 


Vitamin B, is widely distributed in foodstuffs, the 
highest levels occurring in yeast and unrefined grains. 
Processed cereals are low in vitamin By, indicating 
refining losses. 
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Experimentally it has been demonstrated that a 
vitamin B,-deficient diet produces in the animal micro- 
cytic anemia and dry skin, followed by dermatitis and, 
according to recent reports,*"'® convulsive seizures in 
infants. 


It has been found that the type of carbohydrate in 
the diet exerts a considerable influence on the composi- 
tion of the intestinal microflora. Dietary lactose is 
more favorable to intestinal synthesis of vitamin Bg 
than glucose, sucrose, or simple sugars. When sucrose 
is the carbohydrate, a severe vitamin B, deficiency state 
can be produced in rats. Lactose, dextrose, and corn- 
starch, however, prevent the development of this defi- 
ciency. 


In an emergency, 10 to 20 mg. of pyridoxine may 
be injected intramuscularly or intravenously, and im- 
mediate results will be obtained. 


The minimum requirement for B, is about 100 mi- 
crograms per liter; breast milk contains about 110 
micrograms of vitamin Bg per liter. 


At a recent pediatric research conference May™ 
stated that it would be unfair to pass harsh judgment 
upon the efforts which were made to improve the one 
infant food which was associated with the widespread 
occurrence of convulsions attributed to vitamin B, de- 
ficiency. 

CONCLUSIONS 

The thrilling story of the vitamins is again being 
vitalized by newer developments in respect to chemical 
isolation and to quantitative determinations of those 


substances in the human body. Much of the vitamin 
story has been written in the past quarter-century. 


I want to conclude my discussion on nutrition of 
the newborn by mention of the research concerning 
liver and iron in the treatment of certain anemias. With 
modern diet the nutritional anemias so numerous in 
clinics a few short years ago are disappearing. Every 
infant should have a blood count at 3 months of age, 
repeated at intervals of 6 months. Lowering of the 
hemoglobin during the first few months is a usual find- 
ing. Additional iron therapy is recommended, if indi- 
cated. However, the reconstructed simulated powdered 
breast milk on the market today contains sufficient iron 
to supply the early needs of the newborn before solid 
iron-containing foods are added to the diet. 

As the vitalizing medical discipline for research 
concerning nutrition of the newborn, pediatrics has cer- 
tainly justified its existence. And, since all the nutri- 
tional problems of infancy are by no means solved, 
pediatrics in medical schools and hospitals will continue 
their functions of investigation. However, from each 
difficulty encountered in an effort to secure ideal nutri- 
tion in the infant, we should expect to emerge a little 
wiser for the experience. 
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Round table discussion on vitamin Be, Chicago, 


Interest in craniosynostosis, or premature closure 
of cranial sutures, on the part of the staffs of the De- 
partments of Pediatrics and Radiology at the Grandview 
Hospital in Dayton, began in April, 1953, when we 
had the opportunity to observe and study a 5%-month- 
old female child with this condition. Since that time 
three additional cases have been observed, and suc- 
cessful surgical procedures have been carried out on 
two of these children. Prior to this time, in spite of the 
large accumulation of literature stressing early diag- 
nosis and treatment, we had accepted the problem as 
one of only limited clinical significance. With the add- 
ed factor of scarcity of available clinical cases, interest 
was no more than casual as often happens in dealing 
with rare syndromes or little understood pathologic 
problems. Now, in contrast to our casual interest in the 
comparatively recent past, we are making a constant 
effort to detect new cases and educate the general staff 
to the possibility of the anomaly and of its recognition 
and treatment. 


If the disorder is to be handled as one of practical 
importance rather than regarded as merely another in- 
teresting syndrome, it is mandatory that diagnosis and 
subsequent surgical therapy be carried out at an early 
age, preferably during the first year and a half of life. 
It is during this period that the most promising results 
can be anticipated both for the future skull contour and 
the mentality of the affected child. 


History records examples of unsightly cranial de- 
formities in various races. Hippocrates recognized 
them as constitutional anomalies. Oxycephaly is pic- 
tured in certain Oriental gods representing longevity. 
In the past century its various forms have been de- 
scribed in detail by many Pan-American and European 
clinicians. The disease tends to occur in siblings in 
successive generations and about 85 per cent of cases 
are reported in male infants." 


Craniosynostosis is frequently associated with 
other defects such as syndactylism of the hands or feet. 
In such cases it is not infrequent to find solitary in- 
volvement of the coronal suture in its entire length. 
Premature closure of the sutures may be accompanied 
by other congenital anomalies such as cleft lip and 
palate, congenital heart disease, spina bifida with 
meningocele, and abnormalities of the genitalia. There 
apparently is no racial influence although scaphocephaly 
appears slightly more common among Negroes. It has 
not been shown that oxycephaly is more common, as 
might be expected, in brachycephalic races.* 

Much difference of opinion regarding etiology is 
still evident in present-day literature. Virchow (1851) 
considered it a sequela of meningitis. Other disease 
processes including syphilis, intrauterine infections, 
birth trauma, and endocrinopathies have at various 
times been incriminated as etiologic factors. Some 
favor the theory of displaced centers of ossification ad- 
vanced by Rieping* who described an oxycephalic skull 
with ossification centers common to both parietal and 
frontal bones located in the fused coronal sutures. 
Hereditary factors have been thought to control the 
abnormal deposition of such centers. Park and Powers® 
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favor the theory of a defect in the interstitial mesen- 
chyme and point out the occurrence of other probable 
germ plasm defects which so commonly accompany the 
prematurely stenosed sutures. They feel that the origin 
of these anomalies is existent in the blastemal skele- 
ton, making craniosynostosis a secondary phenomenon. 
Congenital sphenoidal defects and hypoplastic changes 
at the base of the skull as etiologic agents have been 
generally discounted. Since very few osseus studies 
are recorded, the etiology is still in question, and the 
theory of mesenchymal alteration seems the most likely 
hypothesis to be accepted at this time. 


The facial features in craniosynostosis are many 
times grotesque, and mental retardation occurs in var- 
ious degrees. This is not difficult to understand when 
one remembers that the brain increases about 135 per 
cent in weight during the first year’ of life and has 
usually completed 80 per cent of its entire growth by 3 
years of age. Also, during the first year more than 50 
per cent of all postnatal increases in the circumference 
of the skull takes place. If normal growth with ex- 
pansion of the developing central nervous system is di- 
rectly proportional to the increase in circumference of 
the growing skull, then brain maturation is possible 
only in the presence of an ununited, freely expansible 
vault. In spite of the abnormal or grotesque facial 
configuration that may occur in an unrecognized case, 
the thing that is of prime importance is the effect of 
this bony anomaly on the growth and function of the 
nervous system. Particularly is this true when oblitera- 
tion of one or all of the sutures occurs before or short- 
lv after birth. With successful surgical procedures now 
being carried out for the early correction of cranio- 
stenosis, it is highly desirable that all physicians dealing 
with children be alert to its symptoms and its early 
recognition. 


The fundamental difference between microcephaly 
and craniosynostosis must be clearly appreciated. In 
the former it is a failure of the intracranial contents to 
expand (hypoplasia of the brain) that leads to early 
obliteration of both sutures and fontanels. The reverse 
is true in stenosis where occasionally the intracranial 
hypertension is so marked as to cause noticeable bulg- 
ing of the anterior fontanel. Differential diagnosis in 
infancy, especially with the aid of the roentgenologist, 
is important because of the vast difference in treatment 
and prognosis. 


CLINICAL FEATURES 


In the past, much confusion has arisen among 
physicians regarding the multiplicity of descriptive 
terms assigned to the various skull abnormalities result- 
ing from premature closure of the sutures. For ease of 
clinical description only the terms “oxycephaly” and 
“scaphocephaly” need be employed in most instances. 
Among some groups, especially roentgenologists, even 
these terms have been generally discarded in favor of 
designation of the affected suture and the degree to 
which it is involved, 

The oxycephalic skull, which is turret- or tower- 
shaped, is due to either partial or complete stenosis of 
the coronal suture. The former is usually associated 
with a premature closure of the lateral thirds only and 
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therefore does not usually effect an obliteration of the 
anterior fontanel. A noticeable shortening of the an- 
teroposterior diameter of the skull is almost always evi- 
dent while the face appears broad and the nose some- 
what flattened. Characteristic widening is present in the 
sphenoid bone and tends to produce a shallow or 
saucerlike orbital cavity. This factor is responsible 
for the exophthalmos so frequently seen in the more 
advanced cases. Radiographic studies of the skull 
usually reveal an abnormally deep middle and posterior 
fossa with minimal development of the paranasal 
sinuses. 


Premature fusion of the sagittal suture results in 
scaphocephaly, which is sometimes referred to as a 
keeled or boat-shaped skull. Prominence of the narrow 
forehead and occiput with occasional absence of the 
parietal eminences is characteristically observed. 


A third and less common form is that which 
occurs when the premature fusion is unilateral, involv- 
ing the coronal and possibly the squamosal suture. The 
resulting deformity is a marked flattening of the fore- 
head on the involved side (plagiocephaly ). 


Because the skull itself is involved initially, the 
infant or child is frequently referred to the pediatrician 
because of cranial asymmetry or a vague ocular com- 
plaint. The degree of towering, broadening, or elonga- 
tion of the malformed skull is entirely dependent upon 
the age at which premature fusion occurred and which 
suture is involved. If the coronal suture is closed dur- 
ing intrauterine life, the diagnosis may be suspected at 
birth. However, at this time the deformity is often 
considered due to severe molding of the head during 
birth. As Ingraham’ points out, certainly when abnor- 
mal shape of the head does not disappear during the 
early postnatal period x-ray examination of the skull 
should be performed without delay to rule out cranio- 
stenosis. 


Many ocular deformities, including papilledema 
of the chronic type and subsequent optic atrophy, may 
be noted in neglected cases in older children. Mechani- 
cal displacement of the eyeballs (laterally) with asso- 
ciated squint is not a rare finding in the oxycephalic 
type of deformity. Complete blindness and dislocation 
of the eyeballs have been known to occur." 


Convulsive disorders due to prolonged increased 
intracranial pressure are not uncommon in children 
with craniosynostosis. The seizures may be focal or 
generalized in nature. The absence of convulsions, or 
the lack of any signs of central nervous system involve- 
ment, for that matter, should not lead the clinician to 
withhold surgical intervention once the diagnosis is es- 
tablished. It is only by surgical therapy that future 
mental retardation can be minimized or avoided. It has 
been repeatedly observed that a dramatic acceleration in 
development and learning is exhibited by children fol- 
lowing craniectomy. 


Anteroposterior and lateral roentgenograms of the 
skull will readily demonstrate which suture or sutures 
are prematurely fused. Fontanel obliteration is also 
readily detected, however this is not an absolute neces- 
sity in establishing the diagnosis as we have experi- 
enced in one of our cases (Case 1). X-ray examination 
may also reveal marked changes in any one or all of 
the facial bones. Orbital widening, when associated 
with early closure of the coronal suture, exophthalmos, 
and mental retardation, represent a special form of 
oxycephaly known as craniofacial dysostosis of Crou- 
zon. Oxycephaly may be secondary to other more 
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marked changes in the body such as those seen in the 
Laurence-Moon-Biedl syndrome in which obesity, reti- 
nitis pigmentosa, hypogenitalism, and syndactylism may 
predominate. A rare form of hemolytic jaundice has 
also been reported in conjunction with craniosynosto- 
sis.” 


The following two case histories are representative 
of the most common types of craniostenosis. Success- 
ful surgical procedures were carried out on both chil- 
dren. A neglected case of scaphocephaly in a 12-year- 
old male was also studied; however, surgery was not 
performed because of the child’s age and accompany- 
ing mental retardation. It was felt that surgical ther- 
apy would not improve either the cosmetic or mental 
status of this child. At present we have under observa- 
tion a 14-week-old male infant with bilateral syn- 
dactylism and possible premature closing of the coronal 
suture bilaterally. 


CASE HISTORIES 


Case 1. A 5%-month-old white female infant was 
referred by the family physician on April 6, 1953, be- 
cause of a persistently large anterior fontanel and a 
tendency toward progressive bilateral exophthalmos. A 
peculiar facies was first noticed by the parents when 
the infant was approximately 6 weeks of age. The in- 
fant’s growth and development, however, had been con- 
sidered normal in other respects except of late when 
the parents had noticed increased irritability and ex- 
cessive crying. She noticed objects, exhibited satisfac- 
tory head control, and would sit for short periods with 
support. There was no history of convulsions, per- 
sistent jaundice, or cyanosis. Acute febrile episodes 
and trauma were denied by the parents. 


Past History: The child had been studied at the 
age of 12 weeks by a physician who recommended air- 
replacement studies (pneumoencephalography). This 
procedure was performed and revealed a normal ven- 
tricular pattern with no evidence of block. Further 
studies were not made. The infant was born by ce- 
serean section and the neonatal period was without 
incident. 


Family History: The mother, father, and one 
other sibling were alive and well. The operative deliv- 
ery had been performed because of cephalopelvic dis- 
proportion. 


Physical Examination: [Examination revealed a 
well-developed, well-nourished infant who exhibited an 
early oxycephalic type of skull. Temperature was 98.6 
F., pulse 100, and respiration 22. The forehead was 
high and broad and a moderate bilateral exophthalmus 
was present. The anteroposterior diameter of the skull 
was shortened, and a marked flatness was observed in 
the region of the occiput. There was a suggestion of 
hypertelorism. The nose was broad and flat. The an- 
terior fontanel was 8 cm. in width by 7 cm. in length, 
and the circumference of the head was approximately 
2.5 cm. below the normal for her age group (43 cm.). 
Chest circumference was 44.5 and stem length was 44 
cm. Other body measurements were within normal 
limits. Weight was 16 lbs. and length was 63.5 cm. 
(50th percentile). Syndactylism or other gross anom- 
alies were not noted. The optic fundi were negative, 
and results of a neurologic survey were within physio- 
logic limits. Inspection of the nose, throat, and ears 
failed to reveal any evidence of pathology. The heart 
and lungs were normal, and no masses were encoun- 
tered in the abdomen. The findings of the rest of the 
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physical examination by systems were within normal 
limits. 


Laboratory Examinations: Results of studies, in- 
cluding complete blood count, serum calcium and phos- 
phorus, and urinalysis, were within normal limits. 


The infant was referred to the Department of 
Radiology at Grandview Hospital for a cranial study, 
particularly evaluation of the sutures. This study re- 
vealed questionable premature closure of the coronal 
suture bilaterally and a slight increase in density in the 
region of the posterior sagittal suture. There was no 
evidence of intracerebral calcification or other defects. 
When the infant was re-evaluated 1 week later the 
anterior fontanel was under moderate pressure with 
obvious bulging of the overlying skin. Physical find- 
ings were again essentially within normal limits, and 
the infant appeared to be in no distress. All reflex 
patterns were still physiologic, and percussion of the 
skull failed to elicit the “crackpot” phenomenon. The 
parents thought that protrusion of the eyes had in- 
creased slightly since the initial examination. Skull 
X-rays were repeated and revealed definite evidence of 
further progressive closure of the coronal sutures. A 
diagnosis of craniosynostosis involving the coronal su- 
tures was made, and the family was advised of the 
need for immediate surgical intervention. 


The infant was admitted to Cincinnati Children’s 
Hospital on May 26, 1953. The impression of cranio- 
synostosis was confirmed, and on May 29, 1953, a right 
coronal craniectomy was performed, utilizing polyethy- 
lene film. The infant tolerated the procedure weil, and 
a similar surgical correction was made on the opposite 
side 10 days later. The postoperative course was un- 
complicated, and the infant was dismissed 10 days fol- 
lowing the second operative procedure. 


Serial x-ray studies of the skull have shown no 
tendency toward bridging of the newly created bone 
margins. There has been an increase of 5 cm. in the 
circumference of the skull during the first 13-month 
period following surgery. The exophthalmos is no 
longer in evidence, and the cosmetic results are gratify- 
ing. There is marked improvement in the facial con- 
tours, with less broadening and height of the forehead 
and visible rounding of the previously flattened occipital 
area. Periods of irritability have diminished markedly, 
and growth and mental development have been normal 
since the craniectomy. The child is walking very well, 
is beginning to talk, and has no apparent residual im- 
pairment of vision. There are no demonstrable neuro- 
logic signs or sequelae. The sagittal suture in its pos- 
terior aspect is being watched with much interest for 
possible latent premature closure. The anterior fontanel 
is closing gradually, although it is still somewhat promi- 
nent. 


Case 2. A 2%-vear-old white male child was re- 
ferred by the family physician on November 23, 1953, 
because of the presence of an elevated bonelike mass 
overlying the region of the anterior fontanel, in asso- 
ciation with a long narrow skull. The unusual skull 
contour was noticed by the parents shortly after birth 
but they did not become alarmed until a slowly enlarg- 
ing mass was detected on the vertex. No headaches or 
convulsive seizures were observed by the family. 


Past History: The child exhibited some hesitation 
in speech, and night terrors had occurred on several 
occasions. Pregnancy was uncomplicated, and the in- 


fant was delivered by brow presentation. The neonatal 
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period was without incident, and the infant was dis- 
missed from the hospital on the seventh postpartum 
day. One other male sibling, aged 5 years, was living 
and well. There was no family history of a similar 
tvpe of skull formation. 


Physical Examination: Examination revealed a 
wel!-developed, well-nourished male child in no appar- 
ent distress. He exhibited a noticeable ridge of bone 
over the entire course of the sagittal suture and 
marked scaphocephalic skull which measured 48.5 cm. 
in circumference. A circumscribed mass of bone, ap- 
proximately 5 cm. in diameter, was noted overlying the 
region of the anterior fontanel. The head was nar- 
rowed in its lateral aspect, with a pronounced increase 
in the anteroposterior diameter. There was no exoph- 
thalmos or evidence of facial bone involvement. The 
posterior fontanel was nonpalpable, and the occiput 
appeared to be displaced downward and _ posteriorly. 
There was no evidence of syndactylism or other con- 
genital defects. Temperature was 98.8 F., pulse 96, 
respiration 21, and blood pressure 76/54. Chest cir- 
cumference was 52.5 cm. and stem length 57.5 cm. 
with the upper-lower ratio being within normal limits. 
Weight was 16 kg., and length was 37% in. Ex- 
amination of the optic fundi revealed nothing abnormal, 
and results of neurologic examination were within 
physiologic limits. Inspection of the nose, throat, and 
ears did not reveal evidence of pathology. The heart 
and lungs were normal, and the liver and spleen were 
not enlarged. Findings of the rest of the physical ex- 
amination were within normal limits. Blood count, 
urinalysis, and serum calcium-phosphorus levels were 
normal. 


The child was referred to the Department of Ra- 
diology of Grandview Hospital for roentgen evaluation 
of the skull. This study revealed evidence of premature 
closure of the entire length of the sagittal suture. There 
was a slight increase in the convolutional markings of 
the skull, thought to be caused by increased intracranial 
pressure. The anterior fossa was relatively short, with 
increased upward inclination of the floor of the fossa 
and a peaking of the skull in the region of the bregma. 
The middle fossa was relatively small while the pos- 
terior showed increased elongation as well as increased 
depth. The coronal, lambdoidal, and temporoparietal 
sutures appeared patent. There was no evidence of 
intracerebral calcification. Examination of the cerebro- 
spinal fluid was not performed after the obvious bony 
defect was revealed. 


A diagnosis of craniosynostosis of the sagittal 
suture was made, and the parents were advised of the 
desirability for surgical intervention. The child was 
admitted to Cincinnati Children’s Hospital. On Janu- 
ary 30, 1954, a sagittal craniectomy was performed, 
the opposing bone edges being lined with polyethylene 
film. ‘The patient tolerated the procedure satisfactorily, 
and the postoperative period was uncomplicated. One 
month following dismissal from the hospital an increase 
of 4 cm. was noted in the circumference of the skull. 
Three months following surgery a total increase of 7.5 
cm. in skull circumference was noted.’ There was al- 
most immediate improvement in the child’s speech and 
cessation of night terrors. Serial x-ray studies of the 
skull at intervals of 6 weeks have revealed no bridging 
at the operative site. There are no signs of increased 
intracranial pressure. A slow increase in lateral ex- 
pansion of the skull is taking place with cosmetic im- 
provement. The resected mass of bone mounding up 
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over the bregma has shown no tendency towards recur- 
rence, 

DISCUSSION 
Since Lane® first attempted craniotomy in 1892 for 

the relief of cranial deformity due to premature closure 
of the sutures, surgical results have been generally un- 
satisfactory. Temporary alleviation of the increased 
intracranial pressure was the most that could be hoped 
for because of the rapid regrowth of osseous tissue 
which bridged the newly created artificial sutures. It 
remained for Ingraham and his associates® to demon- 
strate that strips of polyethylene film placed over the 
edges of the newly created bone margins would greatly 
reduce regeneration of new bone and subsequent need 
for repeated surgery. 


Physicians who deal with infants and children 
should include careful clinical evaluation of the skull as 
an important part of the total body examination. Nor- 
mal skull configurations and their abnormal variants 
must be clearly appreciated in order to recognize the 
early osseous deformities of craniosynostosis and thus 
prevent irreversible damage to the nervous system in 
an otherwise normal infant or child. It must be 
stressed, however, that recognition during early infancy 
is most desirable for successful treatment and satisfac- 
tory end results, the preservation of normal mentality, 
and prevention of gross skull abnormalities. 

Routine skull x-ray studies ate to be recommended 
in any newborn infant exhibiting syndactylism of either 
the hands or the feet. Any infant in whom there is 
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sudden or gradual failure of the normal skull expan- 
sion, as determined by periodic recordings of skull cir- 
cumference, may be a candidate for craniosynostosis. 
This should be strongly considered in the differential 
diagnosis, especially if an older sibling has been affect- 
ed. The presence of long hair, particularly in female 
children, may disguise early clinical manifestations so 
that diagnosis may be delayed beyond the optimal time 
for surgical intervention. Conversely, any infant or 
child with proved manifestations of craniostenosis 
should be carefully surveyed for the presence of con- 
genital anomalies elsewhere in the body. 


SUMMARY 

1. A review of the history, etiology, and clinical 
findings of craniosynostosis, or premature closure of 
the cranial sutures, has been presented. The impor- 
tance of early diagnosis has been stressed in order that 
mental retardation and cranial deformities may be mini- 
mized or prevented. The high incidence of accompany- 
ing congenital anomalies elsewhere in the body has 
been discussed. 

2. Two case histories of craniosynostosis, in which 
successful surgery utilizing polyethylene film was per- 
formed, were presented. 

A 12-vear-old male with scaphocephaly in con- 
junction with mental retardation and a 14-week-old 
male with bilateral syndactylism of the hand and pos- 
sible premature closing of the coronal suture are under 
observation. 
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Problems of infant feeding are probably the most 
discussed in pediatrics today. In reviewing the history 
of infant feeding,’ it is interesting to note that for the 
past 50 years pediatricians and nutritionists have been 
seeking diligently to improve infant formulas, and it is 
gratifying to note the resultant progress. At the same 
time, there has been an increasing insistence on the 
part of pediatricians and psychiatrists that the maternal 
breast is by far the best source of infant nourishment 
and satisfaction—The milk of every mammal is spe- 
cific for its young.”* In the case of human beings, it 
should not be put aside for either convenience or 
fashion. This plea for breast feeding dates back as 
far as the Egypt of the Pharaohs. The history of infant- 
feeding practices through the centuries, though sketchy, 
does illustrate rather well, I think, that those infants 
who survived to adult life were examples of “the sur- 
vival of the fittest.” 

In discussing problems of infant feeding, for prac- 
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tical purposes I will divide the infant period into three 
age levels: 

1. Neonatal—first month 

2. Infant—l1l month to 1 year 

3. Transition period—1 year to 2 years 

Various feeding problems are peculiar to each 
period. No apology is offered for the simplicity of 
material covered, for it is only in reviewing the simple 
problems that one becomes sharpened for handling the 
more complex. 

By and large, it may be observed that feeding 
problems per se, which constitute a rather large per- 
centage of the pediatrician’s practice, are attributable 
to adults. The majority of these problems are found 
in the bottle-fed infant. The emotional and physical 
forces are closely allied. When physical factors cannot 
be found as the cause of feeding problems, a search 
should be made for emotional reactions which, in the 
modern home, may be evidenced early in infancy. 

NEONATAL PERIOD 

I will consider two general groupings in the neo- 

natal period which are, in the main, physical causes 
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of feeding problems: (1) congenital defects, and (2) 
nutritional disturbances. 

Congenital defects vary considerably in their pos- 
sible ramifications. It is well to remember that con- 
genital abnormalities are often multiple. They are 
usually manifested by special symptoms; occasionally 
they merely interfere with general growth and are 
discovered only through rather intensive studies of 
the growth pattern. Almost always, however, gastro- 
intestinal dysfunctions result in disturbed nutritional 
processes as well as stunted growth. 

Obstructive lesions of the gastrointestinal tract 
due to congenital defects are important causes of neo- 
natal morbidity and mortality.*. Symptoms and roent- 
gen signs will give adequate identification of these 
lesions. Early diagnosis provides the best chance for 
adequate therapy. 

The most important sign of intestinal obstruction 
is vomiting. Obstruction high in the gastrointestinal 
tract causes early vomiting with minimum abdominal 
distention. Obstruction proximal to the ampulla of 
Vater causes bile-free vomitus. Abdominal distention 
and bilious vomiting are caused by low obstruction; 
peristaltic waves may be seen through the abdominal 
wall. In the presence of complete obstruction the rec- 
tum may contain quantities of meconium. There are 
eight obstructive lesions of the gastrointestinal tract : 


1. Congenital atresia of the esophagus 

. Congenital hypertrophic pyloric stenosis 

. Obstruction associated with congenital errors in 
rotation of the midgut 

Atresia of the intestinal tract 

. Intestinal stenosis 

. Meconium ileus 

Congenital megacolon 

Atresia of the anus. 


In the neonatal period nutritional disturbances in 
the breast-fed infant are usually rather mild and are 
easily corrected. They generally come under the head- 
ing of underfeeding or of overfeeding. The symptoms 
of underfeeding are self-evident: inadequate weight 
gain or even weight loss and early constipation which 
later changes to diarrhea in which the stools are slimy, 
semitransparent, and greenish brown. The behavior 
of the baby at the breast is typical also, for he will 
either nurse for long periods (instead of the normal 
10 to 15 minutes) and then go to sleep or he will 
nurse for a few minutes, cry, and then try again. The 
underfed infant, as time passes, tends to be apathetic 
and listless, the so-called “too good baby,” who nurses 
poorly with no apparent relish. The weighing of the 
infant before and after nursing will, of course, give 
the total 24-hour intake. It must be kept in mind, how- 
ever, that the amount of milk needed for normal 
growth may vary and the final criterion is the baby 
himself. 

The treatment of undernourished infants is also 
self-evident. More food must be obtained, either by 
mechanical expression of milk from the breast or 
by supplemental feedings. The mother’s diet must be 
checked, and, almost equally important, an evaluation 
should be made of her nervousness which is brought 
on by worry and lack of sleep. Encouraging counsel 
is needed on both counts. The mother should lead a 
normal active life. In the case of a first baby, this 
may be particularly difficult for her. Forced feeding 
of the mother has no merit, unless it is the mother who 
wishes to gain the weight. Such is usually not the 
case. If supplemental feedings are to be offered, they 
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are given after each breast feeding and are of the 
same composition as for the completely bottle-fed 
infant. As the infant receives an adequate supply of 
food, he takes on new vigor, nurses more efficiently, 
and hence gets more milk from the breast. 

I have found it expedient, in those cases in which 
a young mother wants to nurse her baby and is 
afraid she cannot do so satisfactorily, to send her home 
from the hospital with a supplemental feeding formula 
as a prophylactic procedure. She is to offer the formula 
to the infant if at any time she is in doubt as to 
whether or not the infant is satisfied at the breast. 
Usually, it takes only a few days for the mother to 
learn that she has an adequate milk supply. In the 
interim, she has been spared the worries which could 
have been decidedly detrimental to adequate milk pro- 
duction. 

Another cause for underfeeding is aerophagia,* and 
this is more frequently present in the bottle-fed infant. 
When the infant sucks from a rigid glass bottle, he 
must release his hold on the nipple after having set 
up a negative pressure, or he continues to suck and 
obtains nothing but air. The process of aerophagia 
may fill the infant’s stomach, for physiologically, the 
presence of air is as effective as food in allaying hun- 
ger contractions. This air either escapes slowly or 
rises to the top and pushes along any food which may 
have been taken, forcing regurgitation. Brennemann® 
believes that air swallowing is a leading cause of re- 
gurgitation during or immediately after feeding in young 
infants. When this air, added to air already in the 
stomach, is put under sufficient pressure by ingested 
food, the only immediate escape route is the esophagus. 
This problem can be corrected by enlargement of the 
nipple hole, mechanical devices to prevent bottle vac- 
uum, or the use of a collapsible bottle. 

Overfeeding at the breast rarely presents a serious 
problem. Too much intake of milk at regular intervals 
will usually correct itself, for the supply will decrease 
to meet the needs of the infant. Too frequent nursing 
can be corrected by spacing of feeding periods to not 
less than 4 hours. “Vomiting that occurs immediately 
after an overabundant nursing is normal, the only 
normal vomiting of infancy.’* Vomiting which occurs 
3 to 4 hours after nursing is usually found in the over- 
fed infant and is due to indigestion. The stool may 
become greenish, curdy, and irritating to the buttocks, 
and there may be as many as ten stools a day. An 
excessive amount of fat in the milk may be the factor, 
or the infant may have a temporary fat intolerance. 
Other symptoms of indigestion may be distention of 
the abdomen with gas, and the discomfort may result 
in constant crying and loss of sleep. Usually these 
cases will correct themselves. A teaspoonful of castor 
oil will often relieve the diarrhea. Occasionally, high 
protein milk or lactic acid milk may be needed in place 
of several breast feedings. In these cases I have ob- 
tained a certain degree of success by suggesting that 
1 or 2 ounces of plain boiled water be offered before 
each breast feeding. 


Colic occurs so commonly in the neonatal period 
that it is almost to be expected. It is much more 
frequent in the breast-fed infant, is limited to early 
infancy, and is found only in the home. That it con- 
tinues into the early midinfant period is exemplified 
by the lay term, “3-months’ colic.” 

Authorities are at odds as to the factors causing 
these agonizing pain paroxysms which cause the infant 
to scream as he draws his legs up over his abdomen. 
There are three main theories: (1) hunger and under- 
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feeding, (2) overfeeding and flatulence, and (3) im- 
balance of the autonomic nervous system. Brenne- 
mann? supports the third theory as being the most 
rational. He feels that infants with immature auto- 
nomic systems have gastrointestinal tracts which are 
not ready for the demands made at birth, either in 
the matter of normal digestion or of propulsion of 
gaseous contents. Therefore, in these cases there is 
an accumulation of excessive amounts of gas in the 
intestinal tract with resultant distention and then acute 
obstruction. The excruciating pain which follows is 
likened to the colicky pain experienced in the adult in 
such conditions as gas pains following major surgery, 
peritonitis, intermittent pains of intestinal obstruction 
or labor, and the most severe pain of gallstones and 
renal colic. 

With this reasoning in mind, the rationale of 
therapy is understandable. It is important to reassure 
the mother with whatever optimistic facts about her 
baby come to the fore in the routine checkup, such 
as adequate weight gain and growth. The proper 
technics of nursing and infant care should be reviewed 
with her, and the need for a calm family atmosphere 
wherein the baby is not overly handled or disturbed 
should be stressed. It is important that the baby fit 
into the household, not the household into the baby. 


There are four procedures which I outline for the 
mother whose infant has paroxysms of colic: 

1. Offer the infant warm boiled water by mouth 
to increase peristalsis. 

2. Place the infant over a warm hot-water bottle 
and apply inhibitive pressure over the sacrum with 
the heel of the hand. 

3. Give the infant a warm soapsuds enema to 
help gas expulsion. I recommend the use of a number 
10 to 12 French urinary catheter as a colon tube for 
all infant enemas. 

4. Give the infant 10 drops of elixir of pheno- 
barbital, and repeat every 20 minutes until relief is 
obtained. When the child’s reaction to phenobarbital 
is learned, the dosage may be adjusted accordingly. 
I have found, too, administration of phenobarbital 
prior to the feeding which precipitates the colic usually 
helps to break the habit-time element. 

Two other familiar procedures are the giving of 
a casein solution before each breast feeding and the 
substitution of a low-fat milk, boiled skim milk, or 
lactic acid milk for an equal number of breast feed- 
ings. 

In diarrhea of the neonatal period, the character 
of the stools is of more importance than the number. 
Direct observation by the physician, too, is of more 
worth than a description by the mother. I have already 
mentioned the diarrheal stools which may result from 
underfeeding and overfeeding. Transitional stools are 
a normal occurrence between the fourth and seventh 
day of life. They are loose, greenish yellow or brown 
and contain mucus. They are the result of gastrointes- 
tinal irritation due to the beginning of oral feedings 
and development of intestinal flora. I mention these 
transitional stools because of the frantic telephone 
calls to the doctor which their inception frequently 
precipitates. 

In this period, mild diarrheal disturbances which 
are due to discrepancies in formula preparation will 
correct themselves with the substitution of plain water 
or a solution of 5 per cent glucose for several bottle 
feedings. In this period in the bottle-fed infant, the 
more persistent diarrheas (not infectious) necessitate 
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a further evaluation of the formula being used. Boiled 
skim milk or acidified milk may be substituted with 
effectiveness. 

Constipation during the neonatal period rarely 
occurs. However, it is well to explain to the mother 
of a bottle-fed infant that if the baby is eating well 
and feeling well during this period, it is perfectly 
normal for him to pass only one stool a day and even 
at times to miss a day. The mother should be 
cautioned against the continued use of enemas or sup- 
positories. These measures, when needed for therapy, 
should be temporary only. 


INFANT PERIOD 

Allergy and constipation are the only two prob- 
lems of feeding in the infant period (1 month to 1 
year) which I shall consider. 

Eczema is the most frequent expression of the 
allergic state in the first year of life.* It is usually 
considered an atopic manifestation of some specific 
allergen which has been ingested. Contact dermatitis, 
resulting from applied medications or, perhaps, prox- 
imity to silk or wool, may be superimposed. 

The various degrees of infantile eczema and the 
difficulties which tax the mother and the pediatrician 
as well as the baby are well known. Before any 
therapy is started, the physician should adequately re- 
assure the parent that the baby will recover spontan- 
eously at 3 years of age or before, that no scars will 
result from uncomplicated skin lesions, that the con- 
dition is not contagious, and that the baby’s health will 
not suffer because of the eczema. It should be pointed 
out, too, that remissions of symptoms tend to occur 
when surroundings are changed, when the seasons 
change (less prevalent in summer), and, it is hoped, 
with adequate therapy. Exacerbations are brought 
about by extreme changes in temperature, ingestion of 
offending foods and drugs, greasy ointments, contact 
with certain types of clothing (silk and wool), and 
by strain and fatigue. 

The management of skin manifestations is the 
most important single factor in therapy. Briefly, treat- 
ment includes the use of mineral oil for cleansing, 
avoidance of soap and water, the use of indicated oint- 
ments and lotions for the various lesions, the use of 
aspirin or phenobarbital to allay itching, and the appli- 
cation of physical restraints to prevent scratching, if 
necessary. In mild cases, local therapy will usually 
suffice. Dietary management in the more severe cases 
is comparatively simple, if not always satisfying, be- 
cause of the limited foods of which the infant partakes. 
Orange juice and fish oils should be replaced by crys- 
talline vitamins. Breast milk should not be discontinued 
unless a thorough investigation has ascertained that 
something which cannot be removed from the mother’s 
diet is the cause. Hypoallergic milks may be offered 
in place of formula feedings. New foods may be 
added as skin manifestations abate. In order to give 
an adequate trial, not more than one new food should 
be offered every week. 


There are three types of hypoallergic milks and the 
manufacture of all is based on the precept that the 
protein molecule is most often the offending allergen.* 
The rationale, then, is to change this molecule. 

1. The first group of hypoallergic milks consists 
of those in which the milk protein is of a species 
other than cow. The goat is the only other domestic 
animal available for milk production. Meyenberg evap- 
orated goat milk and Dale dehydrated goat’s milk 
are two of these. 
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2. The second group is made up of milks in 
which a vegetable protein factor is substituted. Soy- 
bean is the usual source and almond is used in one. 
These formulas provide a complete food for adequate 
growth: Allerteen, Mull-Soy, Sobee, Soylac, and 
Almond-lac. 

3. In the third group the protein molecule is 
changed in structure by heat treatment. This is also 
known as denaturing the protein. Hypo-Allergic (liquid 
and powder) and Nutramigen (a casein hydrolysate is 
used) are examples. Hi-Pro and evaporated milks also 
alter the protein molecule to a degree in the thermal 
treatment incident to their manufacture. Foods other 
than milk which are more readily tolerated by eczema- 
tous infants are prune juice for fruit juice, rice or 
cornmeal for cereal, stewed apples or pears, and mashed 
ripe bananas.’ The older infant may be able to tolerate 
Ry-Krisp instead of bread, well baked potato, well 
cooked and mashed peas and lima beans, and broiled 
minced beef or lamb. 

It is during the period from 1 month to 1 year of 
age that a mother occasionally brings her infant to the 
doctor with the complaint of constipation. The infant 
is usually bottle fed ; repeated enemas, suppositories, or 
cathartics have been used; and the problem has become 
very difficult. 

The cause of constipation is anatomic, dietary, 
metabolic, or functional.* Whatever the initial cause, 
by the time the infant is brought to the physician’s 
office the functional aspect has been superimposed and 
a vicious cycle set up. 

An anatomic defect in the intestinal tract which 
may cause constipation probably has been suspected, if 
not diagnosed before this period. The causative factor 
may be an exceedingly long sigmoid colon, redundancy 
of the transverse colon due to variations in the mesen- 
teric attachments of the bowel, beginning megacolon, or 
anorectal fissure. 

Dietary causes include any condition which leads 
to a reduction of food intake, for ingestion of food is 
necessary for the normal stimulation of peristalsis. The 
qualitative aspects of food intake are important. The 
relative proportions of milk protein and sugar affect the 
frequency and consistency of stools. Sugars tend to 
have a laxative effect ; milk proteins, particularly casein, 
tend to produce constipation. Carbohydrates are in- 
clined to offset the effect of casein because of their 
effect on the bacterial flora of the bowel. 


Constipation of a metabolic nature is not common. 
Under this category, however, may be listed poor mus- 
cular tone with resultant atony of the bowel such as 
may occur in severe rickets, anemia, and general mal- 
nutrition. 

The treatment of constipation is directed toward 
the underlying cause. When inadequate food has been 
given, an adequate diet should be prescribed. In the 
standard formula, a change to the more slowly absorbed 
carbohydrates, such as lactose or maltose, may effect 
improvements. Failure of response may necessitate re- 
ducing the amount of fat in order to avoid production 
of an excess of calcium soaps (dry, hard gray stools). 
Fruit juices have a moderate laxative effect (except 
orange juice). I recommend prune juice to my pa- 
tients, and usually it is effective, and, occasionally, apri- 
cot juice. In those cases in which the habit of non- 
functioning has become the major factor, I at times 
recommend milk of magnesia to break the habit pat- 
tern.. Osteopathic manipulative therapy is effective in 
this type of constipation for it will provide needed stim- 
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ulation to the intestinal tract for relief of atony and 
sluggishness. 
TRANSITIONAL PERIOD 

The problems of the transitional period (1 year to 
2 vears) which I will discuss are the place of vitamins 
in an adequate diet and the child who will not eat. 

Our knowledge of vitamins has been developed 
mainly in the last 40 years. Vitamins were first called 
accessory food factors. It is recognized readily that 
the lack of any one of the vitamins in the diet results 
in the development of a deficiency disease. A great 
deal of work, however, has been done in recent years 
to learn the minimum daily requirements of the differ- 
ent vitamins for optimum health.’ It is now known that 
the amounts of various vitamins necessary to prevent 
evidence of deficiency disease are entirely different 
from the amounts required to produce optimum health. 
An example of this is the fact that 5 to 15 mg. of as- 
corbic acid will prevent scurvy in the adult, but gingivi- 
tis has been noted more frequently on this level than 
when 65 to 75 mg. is taken daily. 

Many foods produced today contain practically no 
vitamins. White flour and other highly milled products 
are extensively used because of their cheapness, palata- 
bility, and excellent keeping qualities. When all their 
various forms are included, such as breakfast cereals, 
rice, macaroni, and bread, they often supply over 30 
per cent of the calories consumed. Refined sugar is 
another widely used product, which, in all its forms, 
supplies an additional 15 per cent. Thus in the average 
diet approximately 50 per cent of the calories are 
supplied by practically nonvitamin foods. From this 
the importance of vitamin-rich foods in the diet of the 
infant in the transitional period should be clear. 

Vitamins are generally administered as a prophy- 
laxis to the infant who is less than a year old. After 
this time, the diet is supposed to provide adequate vita- 
min intake, except perhaps during the winter months, 
when the addition of vitamins is found to be expedient. 

An adequate amount of vitamins, with the excep- 
tion of vitamin D, can be obtained if the daily diet has 
as its basis the following six groups of foods: dairy 
products (milk, cheese, butter), meat, eggs, whole grain 
or enriched products, vegetables, and fruit ; some of the 
fruits and vegetables should be raw. Any additional 
calories needed can be obtained from cereals and 
sugars. 

The education of the mother as to what constitutes 
a balanced diet will materially assist in reaching the aim 
of preventive pediatrics—optimum health for the child. 

It is indeed strange that in spite of the great 
strides made in infant feeding during recent years, 
feeding problems of a different nature have developed 
in older infants, problems which almost offset the prog- 
ress made.* The large percentage of new patients 
brought to the pediatrician’s office with the complaint 
of not eating is surprising. Much has been written on 
the subject, many words have been spoken, and zealous 
manufacturers of vitamins and _ vitamin-containing 
foods have recommended many solutions. 


These cases are psychogenic rather than organic 
in origin. Basically, the problem stems from the fact 
that during the first two periods of infancy, the modern 
mother tends to measure the intake of her child in 
terms of those modern measuring units—the weight 
scale and the magic words “calorie” and “vitamin.” In- 
stinct for food taking, quantity, and personal selection 
are lost in the cloud of enthusiasm for “the knowledge 
of nutrition.” 
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It should be remembered that this problem is sel- 
dom seen in large families or in institutions for the 
care of children. The difficulty is seen mostly in the 
home where the number of children is few and the par- 
ents have the time to be overly zealous in the care of 
their offspring. 

The problem follows a typical pattern of develop- 
ment which is at first evidenced on the part of the 
mother when she forces the baby to finish the last ounce 
of formula prepared or the last teaspoonful of vegeta- 
ble. When negativism makes its appearance in the 
baby, about the age of 1 year, these tactics meet with 
opposition which in time may become quite forceful! 
Then the picture changes to show a child who schemes 
to overcome mealtime problems—even to the extent of 
vomiting food which he has been forced to eat. He has 
learned the simple technic that refusal pays premiums, 
and to him this is more pleasant, more rewarding, and 
the most frequently used method. In order to get the 
child to eat the parents go through the paces of telling 
stories and playing all kinds of games, wearing them- 
selves out completely, and amusing the child to no end. 

Much of this, if not all, could have been prevented 
if, in the earlier periods of infancy, the doctor had 
given instruction stressing the variety of food offered 
rather than the quantity. The relative importance of 
milk as an accessory food to the diet, rather than the 
quantity ingested, is taught by intelligent repetition. 
This does take time on the part of the busy doctor, 
but it is more than worth the time spent on re-education 
lectures which have to be given later when the problem 
has become fully developed, for, by this time, the moth- 
er’s mind is pretty much closed to the careless platitude, 
“If he doesn’t want to eat, let him go hungry.” 


All pediatricians are familiar with the experiment 
of Davis’ in which 15 children (6 to 11 months old) 
over a period of 4% years successfully chose a bal- 
anced diet from a large selection of foods offered three 
times a day. No physically well or mentally normal 
child will suffer any clinical degree of malnutrition if a 
balanced diet is offered to him by the parent with no 
emotionalism attached. Violation of this axiom is the 
basis of the anorexia problem in the home of today. 


Many of the problems of later childhood have their 
origin in the failure to solve the noneating habit. When 
I meet the “he-won’'t-eat” problem in my office, I ascer- 
tain with care the type of parents with whom I am 
dealing and the factors leading up to the present di- 
lemma. | then evaluate the physical status of the child 
through a routine physical examination, an erythrocyte 
count, and hemoglobin determination. When the child’s 
physical status is normal, I can then explain to the 
mother the technic for overcoming the dilemma. 


The placing of balanced meals in small amounts 
before the child three times a day is simple enough, 
but the handling of these simple meals requires re- 
education of the parents. They must understand that 
food consumption no longer has priority as conversa- 
tion subject number 1, nor is entertainment to be of- 
fered with each bite. The line from the song, “Accentu- 
ate the positive and eliminate the negative,” is a fairly 
adequate guide for the handling of these youngsters. 
The emotional factor of negative response is simply ig- 
nored. When the child eats well, he is complimented, 
but that is the only time that food is mentioned. The 
typical reactions on the part of the child treated with 
this new regimen should be outlined by the physician 
so that from the beginning the mother can recognize 
progress, thereby encouraging her to stick with the pro- 
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gram. The use of tonics and vitamin supplements to 
increase the appetite must be discouraged. They are 
not only unnecessary, but they tend to divert parental 
attention from the real mechanisms underlying the eat- 
ing difficulty.’® 

Another problem of the transitional period is 
anorexia which is not psychogenic, but caused by hypo- 
proteinosis."' Anorexia is always present in hypopro- 
teinosis, and the familiar symptoms which round out 
the usual picture are failure to gain weight and to grow 
normally, irritability, frequent gastrointestinal upsets 
including vomiting and constipation, repeated bouts of 
infectious disease, dental cavities, and varying degrees 
of iron-deficiency anemia. The child’s diet is nearly al- 
ways sufficient in minerals and vitamins but not in 
protein. Generally, milk and carbohydrate foods are 
taken in large quantities, but meat, eggs, and other pro- 
tein foods are neglected. Prompt and dramatic re- 
sponse to provision of adequate protein has established 
this syndrome as a true deficiency disease. 

A dietary history is important in these cases, for 
usually, according to mother, the child is a good milk 
drinker but he eats very little at mealtime. Further 
questioning will reveal that the child does eat between 
meals—cookies, crackers, and bottled drinks—all highly 
refined carbohydrate foods. The mother is apt to an- 
swer dietary questions with answers which she thinks 
are correct, rather than by telling the truth. “Does the 
child eat meat?” “Yes,” is the reply she feels is cor- 
rect, but, to be truthful, often the answer should be, 
“Only a bite or two, along with lots of potatoes, and 
he loves his dessert.” 


Milk has been overemphasized to the general pub- 
lic, particularly because of its calcium content. Milk 
provides only 1 gram of protein to the ounce; the rec- 
ommended daily allowance for young children is 40 to 
50 grams. 


Parents do not realize generally, too, that growth 
and appetite, rather than energy and appetite, are inter- 
dependent. Since growth occurs in varying degrees at 
various age levels, appetite must vary accordingly. The 
amount of energy expended by the child has very little 
to do with the quantity of food that he will consume. 

In the management of these cases, too, re-educa- 
tion of the mother is of great importance. An attempt 
is made to add the word “protein” to the lay vocabu- 
lary, alongside the already firmly entrenched “vitamin.” 
A diet adequate in protein is prescribed, and in cases 
in which large quantities of milk have formerly been 
consumed, it is better to limit milk consumption to 1 
pint or even to omit it entirely from the diet for a short 
time. The procedures for the mealtime atmosphere 
which were recommended for psychologic feeding 
problems are of equal importance in these cases. 

As an adjunct to dietary therapy a simple iron 
preparation is prescribed in these cases because of the 
varying degree of hypochromic anemia which is a usual 
accompaniment. 

Therapy of hypoproteinosis, as so outlined, is dra- 
matic in its results, but it is impossible to overempha- 
size the importance of proper education of the parent, 
by the physician, during the earlier periods of infancy 
as prophylaxis against the development of this condi- 
tion. 


SUMMARY 
The common causes of infant feeding problems 
during the three periods of infancy have been dis- 
cussed, 
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In the neonatal period, consideration has been 
given to congenital defects and nutritional disturbances. 

Allergy, particularly infantile eczema, and consti- 
pation in the infant period have been considered. 

The role of a vitamin-adequate diet in optimum 
health and the handling of the child with anorexia have 
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been included in the transitional period. 


The importance of proper education of the parents 
by the pediatrician in avoiding and correcting many 
infant-feeding problems has been stressed. 
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The Efficacy of New Drugs in the 
Treatment of Epilepsy* 


MAX MARCUS, D.O. 
Allentown, Pa. 


The idiopathic forms of epilepsy submit more 
readily to therapy than do the symptomatic or organic 
forms.':? In the presence of organic brain disease, un- 
expected and contradictory drug reactions may be met. 
For instance, Tridione can be more effective than Dilan- 
tin in the treatment of grand mal epilepsy due to or- 
ganic disease.” 

In the treatment of epilepsy it will be found that 
in most cases combinations of anticonvulsants work 
better than one drug alone and that many drugs will 
exert a beneficial effect in many types of epilepsy but 
are most effective in one type. 

When beginning treatment with a single drug, the 
dose should be gradually increased until the desired 
results are achieved or toxic symptoms appear. If only 
partial control is obtained, the dose should be main- 
tained while another drug is added to the regimen. 
Some patients respond better to one drug than another. 
Discontinuance of a drug should be gradual in order 
to prevent the occurrence of status epilepticus. While 
a drug may control one type of seizure, it can aggravate 
or precipitate another type if more than one type of 
epilepsy is present.”* If a drug is to be of any value, 
its antiepileptic effect should precede its toxic effect. 

For purposes of simplicity, drugs will be grouped 
according to the type of seizure in which they have 
shown the greatest effectiveness, grand mal, psychomo- 
tor attacks, and petit mal. 


GRAND MAL EPILEPSY 


Among the sedatives which have shown usefulness 
in the grand mal type of seizures are Gemonil, Mebaral, 
and Mysoline. These are sedative and anticonvulsant 
and are believed to protect the unstable brain from the 
epileptic discharge. 

Both Gemonil and Mebaral are similar to pheno- 
barbital in activity but exert a less soporific effect and 
are relatively nontoxic.* They are valuable adjuvant or 
alternate drugs, used when other drugs may fail to 
control seizures. Both can be used in place of pheno- 
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barbital when it is ineffective or causes excessive 
drowsiness. 

Gemonil seems to show greater effectiveness in 
organic than idiopathic types of epilepsy, and, if this 
is corroborated in further studies, it can become a most 
valuable anticonvulsant.*? Gemonil appears to be very 
effective against infantile myoclonic seizures. 


Mysoline has been used in those cases which have 
proved resistant to other drugs and has shown some 
advantages.° When given too rapidly, it causes ataxia 
and drowsiness. Even when the dosage is built up 
gradually, patients experience drowsiness, vomiting, 
and giddiness and, occasionally, hysterical fits.6 The 
response, in those cases which have been resistant to 
other drugs, has been a 50 to 60 per cent improvement 
with comparatively low toxicity. Therefore, Mysoline 
shows good promise for future use.’ 

Among the various hydantoin derivatives experi- 
mented with, Dilantin sodium and Mesantoin are the 
most well known, but research is also being done on 
Hydantal, Thiantoin, Nirvanol, and sodium dipheny- 
lene hydantoin. Most members of this group have 
proved to be highly toxic; Nirvanol is low in activity 
and high in toxicity. The hydantoins, in general, are 
said to act by inhibiting the epileptic process directly 
without depressing cerebral activity.*® 

Thiantoin has been known to cause hepatitis, 
aplastic anemia, and agranulocytosis. Its effectiveness 
and side actions are similar to those of Dilantin. Be- 
cause of its toxicity, Thiantoin is unpopular.*° 

Hydantal may produce fewer side effects than 
Dilantin sodium, but it has caused bone marrow de- 
pression. Hydantal and Mesantoin, though not neces- 
sarily superior to Dilantin, have demonstrated safety 
and efficacy in many respects in the treatment of 
epilepsy. 

Another drug which has recently appeared com- 
mercially is Hibicon.12 This drug has shown some 
merit in partial control of seizures but not enough to be 


of great value in the treatment of nrajor motor epilepsy. 
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Besides, the drug is expensive and has to be used in 
great dosage. 

Themisone, another new anticonvulsant, has been 
extremely effective in grand mal and psychomotor 
epilepsy but has produced serious toxic effects, the 
most serious being aplastic anemia.* 

PSYCHOMOTOR ATTACKS 

Almost all drugs mentioned have some value in 
psychomotor epilepsy. Mysoline, Mebaral, and Hydan- 
tal have a fairly good effect on psychomotor types. 
Mebaral is said to be very effective in temporal lobe 
epilepsies, and there are high hopes that this will be 
proved, since there are very few drugs which have 
even a slight effect on this type. 

Recently Phenurone has attracted a great deal of 
ittention because, next to Dilantin sodium, it has been 
shown to be the most effective drug for control of 
psychomotor seizures. Phenurone is an all-purpose 
drug, being effective in all types of epilepsy and 
controlling approximately 50 per cent of psychomotor 
types, 40 per cent of grand mal, and 30 per cent of 
petit mal.* Among its many side effects are hepatitis, 
bone marrow depression, and induction of psycho- 
sis.27"* Its efficacy can be enhanced by combining it 
with phenobarbital and Dilantin. 

Phenurone should be used with care, especially in 
patients who have previously exhibited marked person- 
ality problems. It has been noted that when grand mal 
occurred in combination with psychomotor or petit 
mal epilepsy, Phenurone exerted greater control than 
when given, for instance, for grand mal alone. Except 
in carefully selected cases, Phenurone should not be 
administered until other accepted anticonvulsants have 
been tried and found ineffective.** In some cases it has 
brought about an improvement in behavior in patients 
who already had an existent disorder. Personality dis- 
orders need not be a contraindication, but when Phenu- 
rone is administered it should be withdrawn if the 
disorder becomes exaggerated or undesired personality 
changes occur. 

Administration of Phenurone should be highly 
controlled, even to the extent of supplying only enough 
of the drug to last for a designated interval. 

PETIT MAL EPILEPSY 

The “-diones” are still the most popular drugs for 
treatment of petit mal types of epilepsy. Tridione has 
been most frequently used and is the most effective. 
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Paradione is similar in general therapeutic action and 
toxic effects.® 

Since epilepsy is highly individualistic, some pa- 
tients experience greater benefit or less troublesome 
side effects from Paradione, especially in respect to 
photophobia.? Therefore when Tridione fails the 
analogue may be tried. Paradione has fewer side ef- 
fects and is more effective in controlling petit mal due 
to organic brain disease. 

Milontin has recently become available for use in 
petit mal. Milontin has also shown some activity in 
psychomotor types. Some of its toxic reactions are 
drowsiness, glomerular and tubular renal damage, 
rashes, and fever. Milontin, in general, has shown less 
effectiveness in petit mal than have the “-diones.”"*"* 

Recently Prenderol has been investigated in the 
treatment of petit mal.*? It has been claimed to be more 
effective than Paradione and has been shown to control 
idiopathic petit mal seizures which the “-diones” have 
been unable to stop. Because it is rapidly absorbed 
and excreted, it must be given with a retarder such as 
oil, cream, or carbomethyl cellulose. Prenderol has 
synergistic action with both “-diones.” The need for a 
retarder has made its use cumbersome. Prenderol can 
precipitate grand mal seizures even while it controls 
petit mal attacks. 

Finally, there are a number of drugs which have 
either some anticonvulsant activity or blocking action 
on some of the side effects of anticonvulsants. 

Antihistamines are being used in combination with 
anticonvulsants, especially in those patients with an 
allergic background. Central nervous system stimulants 
such as Benzedrine are being used to diminish the 
soporific action of anticonvulsants. 

SUMMARY AND CONCLUSIONS 

An attempt has been made to gather information 
on new drugs used to control epileptic seizures. Some 
of the drugs show definite promise for future use. 
Others are in the experimental stages and are not as yet 
available for use. 

In general, the treatment of epilepsy should start 
with the drugs most generally in use. Then, if failure 
is encountered, others should be tried. Besides drug 
therapy, the management of epilepsy should include 
proper diagnosis, dietary control, and psychiatric care. 
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Immunization in Pediatrics* 
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The pediatrician must know how to utilize the 
vaccines and serums which immunologists have de- 
veloped for the prevention of many important diseases. 
These obviously play an important role in the protec- 
tion of the community. 

There is probably no greater accomplishment in 
preventive medicine than that of active immunization. 
PRENATAL IMMUNIZATION 

Before discussing active immunization, prenatal 
multiple immunization should first be considered. 
Whooping cough and diphtheria are still the two most 
important preventable diseases of infancy. About 50 
per cent of mothers, and therefore their offspring, are 
not immune to diphtheria, and only 15 to 30 per cent 
are immune to pertussis.’ In agglutination titers taken 
immediately after delivery from women immunized 
against pertussis in the last trimester of pregnancy and 
from their offspring (using cord blood), 84 per cent 
showed satisfactory titers or better (1:300 being con- 
sidered the minimal level for good immunity). Those 
infants who had a titer of 1:500 or over at birth, ap- 
proximately 35 per cent of the total observed, were 
retested at the age of 3 months, and good immunity 
was retained by 44 per cent. At 6 months, 25 per cent 
of this group were retested, and in no instance did a 
demonstrable agglutination titer appear. 

When the blood was examined for circulating 
diphtheria antitoxin, 61 per cent showed adequate im- 
munity to diphtheria at 3 months and 12 per cent at 6 
months, but no immunity was evidenced at 9 months.* 

As with pertussis, passive immunity against diph- 
theria through prenatal immunization appeared to wane 
rapidly after the age of 3 months. The response of 
pregnant women to one injection of influenza vaccine 
was similar to their response to pertussis and diphtheria 
immunization. 

Thus it must be concluded that multiple immuniza- 
tion of the expectant mother would seem to protect the 
newborn against diphtheria, pertussis, influenza, and, 
possibly, tetanus during the first 3 months of life, when 
effective active immunization cannot be established. 
Active immunization should follow at the age of 3 to 4 
months, when passive immunity has been lost and 
mechanisms for establishment of active immunity func- 
tion more efficiently." 


DIPHTHERIA, TETANUS, AND PERTUSSIS 

Little purpose would be served here by reviewing 
the history and development of the immunizing agents 
now commonly employed; it is sufficient to say that 
these produce supposedly satisfactory levels of im- 
munity in most infants and that responses are probably 
adequate when injections are given early in infancy. 

The use of the familiar combinations, usually 
triple-antigenic materials such as combined alum-pre- 
cipitated or aluminum hydroxide-adsorbed diphtheria 
and tetanus toxoids containing Hemophilus pertussis 
organisms, is considered preferable to antigens sus- 
pended or dissolved in plain diluents.* The reasons for 
this are: 


_ .*Presented at the Refresher Course, Pennsylvania Osteopathic Asso- 
ciation, Reading, Pa., March 5, 1954. 
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1. More prolonged antitoxic immunity 

2. Much greater effectiveness as immunizer- 
against pertussis in early infancy 

3. Less likelihood of producing systemic reactions 
because of the lower protein content and slower absorp- 
tion, even though the combined fluid mixtures (non- 
adsorbed) have the advantages of (1) greater speed in 
achieving immunization and (2) freedom from occa- 
sional sterile abscess formation. 

Precautions.— 

1. Autoclaved needles and syringes are preferable. 
or equipment should be boiled for 10 minutes at least. 

2. The site of inoculation as well as the rubber 
stopper of the antigen vial should be sterilized. 

3. Antigens, alum-precipitated or aluminum hy- 
(lroxide-adsorbed vaccines, should be injected intra- 
muscularly ; fat necrosis may be avoided by terminating 
the injection of 0.1 cc. to 0.2 cc. of air. 

4. Fluid antigens without adjuvants, that is, fluid 
toxoids and saline-suspended vaccines, should be given 
subcutaneously. 

5. Only well infants should be injected. 

6. Acetylsalicylic acid, 1 grain per year of age. 
should be given within 1 or 2 hours of each injection 
and repeated in 4 hours. 

7. Infants with histories of febrile convulsions 
should be injected with fractional doses of antigen, be- 
ginning with 0.1 cc. 

8. When an infant is brought in for his second in- 
jection the parent should be questioned about the oc- 
currence of fever, somnolence, and local reaction fol- 
lowing the previous injection. If these are reported. 
the volume of the next injection should be appropriate- 
ly decreased. If a convulsion or a severe reaction is re- 
ported, no further injections should be given for a year. 

Contraindications.— 

1. Any respiratory involvement or other acute in- 
fection is reason for delaying injections. Prolonging the 
interval between injections, even up to 6 months, rare- 
ly, if ever, interferes with the final immunity. 

2. The presence of cerebral damage in the infant 
is an indication for delay in immunization. Severe 
febrile reactions, with or without convulsions, may be 
encountered. In such infants, active immunization pro- 
cedures should not be started until after they are 1 year 
of age. Fractional doses should be employed to test the 
infant’s tolerance before full doses are used. 

3. The occurrence of an outbreak of poliomyelitis 
in a community is a signal for deferring elective im- 
munization procedures in individuals over the age of © 
months. Primary immunizations and/or recall injec- 
tions obviously cease to be elective procedures when 
outbreaks of diphtheria, pertussis, typhoid, or smallpox 
coexist with that of poliomyelitis.* 

4. Infants with eczema, or other forms of derma- 
titis, should not be vaccinated against smallpox be- 
cause of the danger of producing generalized vaccinia. 

5. Siblings of infants with eczema dermatitis 
should not be vaccinated against smallpox because of 
the danger of cross infection. Eczema vaccinatum may 
be produced by direct skin contact or by droplet infec- 


tion from the nasopharynx, the secretions of which 
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contain virus on the fourth and fifth days after vaccina- 
tion. 

Procedure: Combined Immunization with Adju- 
vant,— 

1. Starting at 3 months of age, 0.5 cc. should be 
injected monthly intramuscularly with a minimum of 
three injections. A different site for injection should 
be used each time, such as for the first injection the left 
gluteus maximus; for the second, the right gluteus 
maximus ; and for the third, the left vastus lateralis or 
right deltoideus. If the injections are started later in 
infancy, then the deltoideus and triceps should be in- 
jected. During the course of primary immunization 
the same muscle should not be injected more than once. 
If the immunizations are started earlier, there should 
be four injections in order to administer a minimum of 
60 billion Hemophilus pertussis organisms. The pres- 
ence of an epidemic of pertussis may be an indication 
for such early combined immunization. 

In children not immunized during infancy, com- 
bined alum-precipitated or aluminum hydroxide-ad- 
sorbed vaccine is still the product of choice. The same 
dosage schedule should be employed using the del- 
toideus and triceps. If the child has not yet received 
his smallpox vaccination, that should be done first and 
the immunization injections should be started 2 weeks 
later. Diphtheria toxoid should not be administered 
without a preliminary Schick test if the child is past 
the age of 6 or without preliminary testing for toxoid 
sensitivity if he is past the age of 10. Pertussis vaccine 
should not be employed if the patient has had whooping 
cough. 

ROUTINE RECALL INJECTIONS (BOOSTERS) 


When primary immunization has been performed 
in infancy using alum-precipitated or aluminum-hy- 
droxide combined preparations, the following proce- 
dure is followed for stimulating injections :* 

One year after completion of the primary course, 
one full dose of 0.5 ce. is given intramuscularly. 

Two years later (about 3 to 4 years of age) three- 
fifths of a dose (0.3 cc.) is administered intramuscu- 
larly. 

* Every 3 years thereafter recall injections of three- 
fifths of a dose (0.3 cc.) should be given. These will be 
given at 6 to 7 years of age and at 9 to 10 years of age. 

After 10 years of age, recall injections for per- 
tussis need not be repeated if a primary course and 
four recall injections have been administered. How- 
ever, tetanus toxoid recall (booster) injections should 
be given every 3 years throughout life in 0.1 cc. to 
0.2 cc. doses. 

A Schick test should be done at the time of every 
recall tetanus toxoid injection. If needed, diphtheria 
toxoid, alum-precipitated, is given in a 0.25 cc. dose. 

On exposure, recall injections of 0.5 cc. of fluid 
toxoid should be given subcutaneously for the reasons 
previously mentioned. 


SMALLPOX 


Smallpox vaccination is performed either before 
the combined immunization procedure or soon there- 
after. It should always be done before the end of the 
first year. 

Revaccination is recommended every 5 years, and 
before that time in the presence of exposure to the dis- 
ease or an epidemic.* 


BCG 


This vaccine is not accepted thus far as a routine 
measure and is advised only in certain special circum- 
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stances and where tuberculosis is widespread, as on In- 
dian reservations. It is not available commercially. 

It is indicated for tuberculin-negative children or 
infants who have contact with a known case of tuber- 
culosis and where separation is impossible. 

It must be stressed that BCG vaccination of in- 
fants and children should never become a routine sub- 
stitute for hospitalization of adults with open cases of 
tuberculosis. 

TYPHOID FEVER 

Typhoid vaccine is advised for infants and children 
living in endemic areas, or when travel to such areas 
is contemplated, and for contacts. Combination vac- 
cine containing paratyphoid A and B organisms is pre- 
ferred. The injections are subcutaneous and are given 
at weekly intervals; a recall or booster dose is given 
every 1 to 2 years depending on the probability of ex- 
posure. It is injected intracutaneously in doses of 0.1 
cc. The following age-dosage schedule, based on the 
total adult dosage of 2.5 cc., may serve as a sample: 

In infancy one-fifth of the total adult dose, or 0.5 
ce., is given: First dose, 0.1 cc.; second dose, 0.2 cc.; 
and third dose, 0.2 ce. 

From 1 to 4 years of age the dosage is two-fifths 
of the total adult dose, that is, 1 cc.: 0.2 cc. is given at 
the first injection, 0.4 cc. at the second, and 0.4 ce. at 
the final injection, 

From 5 to 10 years of age, three-fifths of the total 
adult dose or 1.5 cc. is given in 3 doses of 0.5 cc. 

After 11 years of age the adult dosage is used. 


ROCKY MOUNTAIN SPOTTED FEVERS.¢ 

Immunization for Rocky Mountain spotted fever 
is recommended in areas where ticks may be infected. 

In addition to preventive hygiene, two vaccines are 
available for protection against the disease. There is 
possibility of development of a repellant or tick-killing 
chemical for impregnating clothing. 

A vaccine made from the infected yolk sac of the 
chicken embryo is administered in three subcutaneous 
injections of 1 cc. each at 5- to 7-day intervals. Pro- 
tection is better in children than adults and reactions 
are rare, but severe ones may occur. This type of vac- 
cine has been in use for about 10 years. 

Vaccine prepared from infected ticks is distributed 
to physicians, upon request, for the immunization of 
those persons who are sensitive to egg protein. It is in- 
jected subcutaneously three different times at intervals 
of 5 to 7 days. This vaccine has been in use for nearly 
25 vears. 

Both vaccines are of equal value and are now 
manufactured by the Public Health Service. The maxi- 
mum degree of protection is less than 1 year, hence 
revaccination yearly is necessary. After this has been 
repeated each spring for 3 uninterrupted years, injec- 
tions every 2 years should suffice. 


GERMAN MEASLES 

There is no active immunization for this disease. 
Passive immunization is available but is recommended 
only for the protection of exposed susceptible pregnant 
women. Actually, the use of gamma globulin for this 
disease is of questionable value, but the potential dan- 
ger of rubella to the fetus warrants it. If exposure to 
German measles occurs during the first 4 months of 
pregnancy, the suggested dose of gamma globulin is 
0.1 cc. per pound of body weight. It is injected intra- 
muscularly. 

MEASLES 

Passive immunization in measles is feasible with 

the use of gamma globulin. Gamma globulin will either 
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modify or prevent the disease if administered shortly 
after exposure. In most cases, modification of measles 
is preferred, owing to the seriousness of the disease 
and in order to produce natural immunity. 

It is recommended for prevention in infants from 
6 to 18 months of age; infants under 6 months of age 
whose mothers have not had measles; possibly in hos- 
pitals to abort an epidemic; in children of any age who 
are suffering from a chronic or debilitating illness or 
operation, severe acute illness, or when another com- 
municable disease is likely to occur at approximately 
the same time from which gamma globulin will not 
afford protection. 

The recommended dosage for prevention is 0.1 cc. 
per pound of body weight, given intramuscularly. 
Modification of measles in all other children between 
the age of 18 months and 3 years of age who have 
never had the disease and have been exposed may be 
accomplished with the use of 0.02 cc. per pound of 
body weight given during the first 5 days of exposure. 
If after the fifth day of exposure, the recommended 
dosage is 0.05 ce. per pound. 

INFECTIOUS HEPATITIS 
Gamma globulin is effective for passive immuniza- 
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tion in infectious hepatitis if given in the recommended 
dosage of 0.02 cc. per pound of body weight, with a 
maximum dose of 2 cc. 


MUMPS 


Active immunization in mumps is not advised ex- 
cept under unusual circumstances, in which case 1 cc. 
to 2 cc. of inactivated or attenuated virus vaccine from 
infected chick allantoic fluid is administered subcuta- 
neously. Protection afforded may be from 3 to 12 
months. 


SUMMARY 


The role of the pediatrician in immunization and, 
thereby, in preventive medicine has been mentioned. 
Consideration has been given to the results of prenatal 
multiple immunization. The combined immunization 
procedure for diphtheria, tetanus, and pertussis, pre- 
cautions and contraindications, and booster injections 
have been discussed. Immunization procedures for 
smallpox, tuberculosis, typhoid fever, Rocky Mountain 
spotted fever, German measles, measles, infectious 
hepatitis, and mumps have also been referred to. 
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ESSENTIALS OF PEDIATRICS. By Philip C. Jeans, A.B., M.D., 
Late Professor of Pediatrics, State University of Iowa, lowa City; F. 
Howell Wright, B.S., M.D., Professor of Pediatrics, University of Chi- 
cago; and Florence G. Blake, R.N., M.A., Associate Professor of Nurs- 
ing Education (Nursing Care of Children), University of Chicago. Cloth. 
Pp. 808, with illustrations. Price $4.75. J. B. Lippincott Company, East 
Washington Square, Philadelphia 5, 1954. 


“A nurse should not be called upon to diagnose the nature 
of an illness and prescribe for a patient, yet a knowledge of 
these fields is an aid in understanding the reasons for those 
things which she is required to do,” it was stated in the preface 
to the first edition of this book. Two decades and five editions 
later, this is still the guiding principle of this widely used text- 
book on pediatric nursing. The book is organized under five 
units: orientation, growth, development, care and guidance of 
the infant and the child; general nursing care; nursing in the 
care of the sick infant and child; and nutrition and nutritional 
diseases. The fifth edition has been completely revised within 
this framework to include a new chapter on the general princi- 
ples of pediatric therapy, new material on the child’s psycho- 
logic development from birth through adolescence, a rewritten 
chapter on disorders of the newborn, modern and up-to-date 
information on nutrition, rearranged material on the diseases of 
the nervous system and on the infectious diseases. Dr. Jeans, 
one of the three authors, died while the book was being revised 
but not before he had completed a revision of the section on 
nutrition and had indicated the areas in which modernization 
was desirable. 

A compact text with double-set columns, this book is 
opened with a detailed table of contents and closed with an 
equally complete index, which takes up sixty-seven pages. For 
study or reference, the student or practicing nurse will find 
this a helpful book not only for discussions on the technics of 
nursing but also for a comprehensive understanding of the field 
of pediatrics. 
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_ shelf of all parents. 


ILLUSTRATED HANDBOOK OF CHILD CARE. From Birth 
to Six Years. Compiled and illustrated by Wava McCullough; assisted 
by Marcella Gawronski, R.N., Instructor and Coordinator of Community 
Nursing, Pasadena City College . Huntington Memorial Hospital 
School of Nursing. Cloth. Pp. 232, with illustrations. Price $4.00. Me- 
Graw-Hill Book Company, 330 W. 42nd St., New York 36, 1954. 


A visual delight as well as a practical and informative 
guide on child care is this pictorial handbook. Between the first 
drawing showing a cheerful nurse recording a baby’s footprint 
and the last illustration of an impish baby waving “bye-bye,” 
the reader will be entertained by the clever artwork and in- 
formed by the clear and concise text, both of which are the 
handiwork of Author McCullough, a practical nurse. The hand- 
lettered text and the expressive line drawings, all reproduced 
in sepia, are in keeping with the book's informality and charm, 
which are outstanding among the many assets of the book. 

The nine chapters, each introduced by an amusing draw- 
ing, deal with furnishings, feeding, bathing, training, the play 
area, the baby sitter, special problems, the sick baby and child, 
and prevention and first aid. Within this outline are presented 
helpful, sound suggestions on providing for the mental and 
physical health and welfare of a child from birth to age six. 
In imparting the advice, the author reveals her patient under- 
standing of children, which is the result of her many years of 
experience in caring for babies and children. Her chapters on 
caring for a sick or hurt child are especially helpful. And 
parents will be grateful for the chart of childhood diseases— 
chicken pox, diphtheria, measles, mumps, poliomyelitis, scarlet 
fever, and whooping cough—that tersely informs how to avoid, 
how to recognize, and what to do about them. As special prob- 
lems are discussed such subjects as naming the baby, traveling 
with children, and how to bring up twins. In short, the author 
has overlooked nothing on the subject of child care. It is there- 
fore obvious that this is a book that belongs on the reference 
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BANANAS 


BABIES 


NEW, T00! 


Gerber’s Strained Garden Vegetables 


A palatable combination of peas, carrots and spinach 


Easily Digested! Recognizing the importance of digesti- 
bility, Gerber’s use only fully-ripe fruit for their new 
Strained Bananas for babies. Degree of ripeness is always 
uniform. A touch of tapioca is added for stability. 89% 
of the easily-digested carbohydrates are derived from 
the fully-ripe banana puree. 

Highly palatable! Gerber’s Strained Bananas contain 


a minimum of added sugar for palatability . . . a small 
amount of lemon juice to enhance flavor and protect ap- 
pealing banana color. 

Pleasant consistency! Extra-smooth texture makes 
Gerber’s Strained Bananas particularly agreeable to 
infants. 

Pre-tested! Gerber’s Strained Bananas are the result of 
almost 9 years’ research and laboratory testing, including 
133 separate experiments plus consumer preference tests. 


provides a mild, pleasant, new flavor . . . and increased 


nutrients. 
Gerber’s Strained Garden Vegetables blend these im- 
portant “green and yellow” group vegetables . . . for 


exceptionally high vitamin-A value. 


This new combination also supplies liberal amounts of 
iron . . . offers a good source of the increasingly im- 
portant “trace minerals.” 


FREMONT, MICH. 
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Sal Hepatica’ 


Acts So Promptly 


Because... 


SAL HEPATICA’S Action Has a Sound Pharmacologic Basis 


1. It is antacid and effervescent. Reduction of 
gastric acidity decreases emptying time of the 
stomach. 

Effervescent mixtures also shorten the emptying 
time.* 

Thus Sax Hepatica quickly leaves the stomach to 
enter the intestine where its laxative action takes 
place. 

2. It stimulates intestinal peristalsis by its osmotic 


CATHARTIC 


action. The fluid drawn into the intestine is a me- 
chanical stimulus to evacuation, which usually fol- 
lows promptly. 

Prompt, gentle laxation without griping follows 
the use of pleasant-tasting Sa Hepatica. The gastric 
hyperacidity so frequently accompanying constipa- 
tion is relieved, too, because SAL HEPATICA is antacid. 


References: 1. The Physiological Basis of Medical Practice, 1945, p. 486. 
2. New England J. Med. 235:80, July 18, 1946, 


ANTACID, EFFERVESCENT, 
SALINE LAXATIVE 


BRISTOL-MYERS CO. 
19 West 50 Street, New York 20, New York 
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® Rauwiloid is not the crude rauwolfia root. 
Rauwiloid presents the total hypotensive activity of 
the pure whole Rauwolfia serpentina (Benth.) root 
—but it is freed from the inert dross of the whole root 
and its undesirable substances such as yohimbine- 
type alkaloids. 


® Rauwiloid is not merely a single contained alka- 
loid of rauwolfia. Rauwiloid provides the balanced 
action of the several potent alkaloids in rauwolfia; 
reserpine—regardless of the brand name under 
which it is marketed—is only one of the desirable 
alkaloids in Rauwiloid. 

© Rauwiloid contains, besides reserpine, other 
active alkaloids, such as rescinnamine,':* reported 
to be more potent than reserpine. 


© Rauwiloid is the original alseroxylon fraction 
of unadulterated Rauwolfia serpentina (Benth.)— 
rauwolfia in its optimal form—virtually no side 
actions—no known contraindications. It rarely needs 
dosage adjustment. The dose for most patients is 2 
tablets (2 mg. each) at bedtime. 


If you have prescribed rauwolfia in other forms, it will 
not take many patients to convince you that Rau- 
wiloid serves better. Please write for clinical samples. 


1. Klohs, M. W.; Draper, M. D., and Keller, F.: J. Am. Chem. Soc. 76:2843 
(May 20) 1954. 


2. Cronheim, G.; Brown, W.; Cawthorne, J.; Toekes, M. I., and Ungari, J.: Proc. 
Soc. Exper. Biol. & Med. 86:110 (May) 1954. 
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ways you ahead 


with the General Electric 
Electrocardiograph 


@ Exclusive switch 
selection for simpler, faster recordings 


Without changing electrodes, you can take up to 
30 leads, including six chest positions. Once the 
patient electrodes are in place, you can take leads 
1, 2, 3, aVR, aVL, aVF, and the 1 to 6 positions 
at V, CR, CL and CF by merely turning selector 
switches. 


@ New paper drive for easier 
loading, greater accuracy 


pe © New cabinet design for easier 


chronous motor, General Electric as- operation and carrying, added safety 
sures uniform paper speed for accurate 

measurement of conduction times. Load- Dual hinged covers open at a touch, making recessed 
ing is simple—nothing to disassemble. controls immediately accessible. Cover supports no 
Just flip open hinged door . . . place weight when unit is carried — handle attaches to main 
paper roll on spindle... thread through case. For all the facts on the DWB Cardioscribe, see 
simple guides . . . and snap unit back your G-E x-ray representative. Or write X-Ray Dept., 
in place. All in a few seconds. General Electric Co., Milwaukee 1, Wis., for Pub. R-125 
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Conventions and 
Meetings 


Announcements 


American Osteopathic Association, 
Fifty-Ninth Annual Convention, 
Biltmore and Statler Hotels, Los 
Angeles, July 18-22. Program 
Chairman, W. Donald Baker, 3450 
W. 43rd St., Los Angeles. 


American College of Osteopathic Obste- 
tricians and Gynecologists, annual 
meeting, Roosevelt Hotel, Jacksonville, 
Fla., February 7-10. Secretary, Harold 
K. Morgan, 3268 W. 32nd Ave., Den- 
ver 11. 

American Osteopathic Society of Proc- 
tology, annual clinical assembly, Belle- 
vue-Stratford Hotel, Philadelphia, 
April 14-16. Secretary, Carl S. Still- 
man, Jr., 3523 Fifth Ave., San Diego 
3, Calif. Program Chairman, Joseph 
W. Kenney, 718 Guaranty Bldg., In- 
dianapolis. 

Arizona, annual meeting, Paradise Inn, 
Phoenix, April 22-24. Secretary, H. E. 
Allshouse, 2243 N. 12th St., Phoenix 

Eastern Osteopathic Association, annual 
meeting, Hotel Statler, New York 
City, April 2-3. Secretary, Frank B. 
Tompkins, Baltimore Life Bldg., Balti- 
more 1. Program Chairman, Chester D. 
Losee, 212 Prospect St., Westfield, 
3. 

Georgia, annual meeting, Bon Air Hotel, 
Augusta, May 6-7. Secretary, C. A. 
Means, Anderson Bldg., Marietta. Pro- 
gram Chairman, M. Lillian Bell, 2075 
Ridgewood Drive, N. E., Atlanta 6. 

Indiana, annual meeting, French Lick 
Springs Hotel, French Lick Springs, 
May 14-17. Secretary, Arabelle B. 
Wolf, 809-13 Odd Fellows Bldg., In- 
dianapolis 4. Program Chairman, Paul 
van B. Allen, 1500 N. Delaware St., 
Indianapolis 2. 

Massachusetts, annual meeting, Hotel 
Samoset, Boston, January 15-16. Ex- 
ecutive Secretary, Mrs. Gladys M.. 
Stockdale, 524 California St., Newton- 
ville 60. Program Chairman, Raymond 
W. Boyd, 430 Broadway, Lynn. 

New Mexico, annual meeting, Albuquer- 
que, April 28-30. Secretary, Robert E. 
Smith, 205 N. First St., Lovington. 

Northwest Osteopathic Convention, an- 
nual meeting, Portland, Ore., June 13- 
16. Program Chairman, Russell F. 
Kenaga, Sr., 2265 W. Burnside St., 
Portland 5. 

Ohio, annual meeting, Neil House, Co- 
lumbus, May 2-4. Executive Secretary, 
Mr. William S. Konold, 50 E. Broad 
St., Columbus 15. 

Oregon: See Northwest Osteopathic Con- 
vention. 

South Dakota, annual meeting, Sylvan 
Lake Hotel, Black Hills, June 5-7. Sec- 
retary, E. W. Hewlett, 417 W. 27th 

St., Sioux Falls. Program Chairman, 

Laurence S. Betts, Box 205, Huron. 
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how ty control 
conclu from a new study of 567 cases’ 


Pa 


“...Unique blood-clotting faculty, acting promptly...will often 

- obviate the use of transfusion....Preoperatively tends to reduce 
blood loss and to facilitate surgical procedures....Over an eleven- 
year period no untoward effects....”* 


KOAGAMIN is a parenteral hemostat containing oxalic and 
malonic acids in aqueous solution. Supplied in 10-cc. diaphragm- 


stoppered vials. 
* Joseph, M.: Am. J. Surg. 87:905, 1954. 


CHATHAM PHARMACEUTICALS, INC. 
Newark 2, New Jersey oasse 
Utah and Wyoming, joint annual meet- State and National Boards 


ing, Logan, Utah, June 26-27. Secre- 
tary, Utah Society of Osteopathic 
Physicians and Surgeons, Alice E. 
Houghton, 600 Zion’s Savings Bank 
Bldg., Salt Lake City 1. Secretary, 
Wyoming Association of Osteopathic 
Physicians and Surgeons, G. A. Roul- 
ston, 2823 Central St., Cheyenne. 


West Virginia, annual meeting, McClure 
Hotel, Wheeling, June 4-7. Secretary, 
Guy E. Morris, 542 Empire Bank 
Bldg., Clarksburg. Program Chairman, 
Joseph B. C. Bartram, Gilmer Clinic, 
Post Office Bldg., Glenville. 


Wyoming: See Utah. 


ARIZONA 
Those interested in professional exami- 
nations should contact Russell Peterson, 
D.O., secretary, Board of Registration 
and Examination in Medicine and Sur- 
gery, 2747 East McDowell Road, Phoe- 
nix. 
COLORADO 
Basic science examinations March 2-3 
in the Lecture Room, second floor, 


Y.M.C.A. Bldg., E. 16th Ave. and Lin- 
coln St., Denver. Applications must be 
filed by February 16. Address Esther B. 
Starks, D.O., secretary, Basic Science 
Board, 1459 Ogden St., Denver 18. 
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increasese 


« 


digestive 
efficiency 
declines 


CONVERTIN supports digestive function 
by selective release of: 


hydrochloric acid in the stomach, 
and desoxycholic acid and pancreatin 
in the small intestine. 


Experience shows that the supplementation 
of gastric and pancreatic digestants is 
normally beneficial among the elderly.' 


‘ONVERTIN’ 


digeslanl 


permit a more varied diet . . . better 
nutrition ... by partial replacement 
of digestants diminished with age. 


Each CONVERTIN Tablet is actually two 
tablets in one: 

A sugar-coated outer layer designed to 
release in the stomach: 

Betaine HCl . . . 130.0 mg. (Provides 


5 minims Diluted Hydrochloric Acid U.S.P.) and 
Oleoresin Ginger .. . 1/600 gr. 


Surrounding an enteric-coated core designed 
to release in the small intestine: 

Pancreatin . . . 62.5 mg. (Equiv. to 

250 mg. U.S.P.) and 

Desoxycholic Acid ... 50.0 mg. 


DOSAGE: Two tablets with or just after meals. 
Dose may be reduced, usually after first week, 
at the discretion of the physician. 


SUPPLIED: In bottles of 84 and 500 tablets. 
Available on prescription only 


B.F. ASCHER & COMPANY, INC. 
Ethical Medicinals 
KANSAS CITY, MO. 


References: 1. Lee, R. 1.: Chicago M. Soc. Bull. : 48:503, 
1946. 2. Golob, M.: Am. J. Digest. Dis. 18 :308, 1951. 

3. McLester, J. S., and Darby, W. J.: Nutrition and Diet 
in Health and Disease, ed. 6, Philadelphia, 

W. B. Saunders Company, 1952, pp. 416, 476. 


CONNECTICUT 


Basic science examinations February 
12 at New Haven. Applications must be 
filed 2 weeks prior to examination. Ad- 
dress Mr. Herbert S. Harned, secretary, 
Board of Healing Arts, 52 Whitney Ave., 
New Haven 10. 

DELAWARE 

Examinations January 11-13. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


IDAHO 


Susan B. Kerr, McCall, and E. J. 
Miller, Nampa, have been appointed to 
the Board of Osteopathic Examiners 
for terms expiring in April, 1956. 


ILLINOIS 
Examinations January 26-28, 160 N. 
LaSalle St., Chicago. Address Mr. Fred- 
eric B. Selcke, Superintendent of Regis- 
tration, Department of Registration and 
Education, State House, Springfield. 


IOWA 


Basic science examinations January 11 
at the Capitol Bldg., Des Moines. Ad- 
dress Ben H. Peterson, Ph.D., secretary, 
Board of Basic Science Examiners, Coe 
College, Cedar Rapids. 


KANSAS 


Examinations February 17-19 at To- 
peka. Address Forrest H. Kendall, D.O., 
secretary, Board of Osteopathic Exami- 


A.O.A 
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nation and Registration, 420% Pennsyl- 
vania, Holton. 


MASSACHUSETTS 


Examinations January 11. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
33, State House, Boston 33. 


MICHIGAN 
Basic science examinations February 
12-13 at Detroit and Ann Arbor. Appli- 
cations must be filed prior to February 1 
Address Mrs. Anne Baker, secretary, 
Board of Examiners in the Basic Sci- 
ences, Mason Bldg., Lansing. 


MONTANA 
Examinations March 1. 


Address Asa 
Willard, D.O., secretary, Board of Osteo- 
pathic Examiners, Wilma Bldg., Mis- 
soula. 


NEBRASKA 
Basic science examinations January 
11-12. Address Mr. Husted K. Watson, 
Director, Bureau of Examining Boards, 
Department of Health, State Capitol 
Blidg., Lincoln 9. 


NEVADA 


Professional examinations January 2° 
at 210 W. Second St., Reno. Applications 
must be filed by January 15. Address 
Walter J. Walker, D.O., secretary, Board 
of Osteopathic Examiners, 210 W. Sec- 
ond St., Reno. 

Basis science examinations January 4. 
Address Donald G. Cooney, Ph.D., secre- 
tary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW HAMPSHIRE 


Examinations March 9-10 at Concord 
Address John S. Wheeler, M.D., secre- 
tary, Board of Registration in Medicine, 
State House, Concord. 


NEW MEXICO 
Basic science examinations January 106. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P. O. Box 1522, Santa Fe. 
Lawrence C. Boatman, D.O., Santa 
Fe, has been reappointed to the Board 
for a term expiring October 16, 1958. 


NEW YORK 

Examinations February 15-18. Applica- 
tions must be filed not less than 30 days 
prior to examination. Address Dr. John 
W. Paige, Chief, Bureau of Professiona! 
Examinations and Registrations, 23 S 
Pearl St., Albany 7. 


NORTH DAKOTA 
Examinations January & at Minot 
Applications must be filed by December 
15. Address G. L. Hamilton, D.O., sec- 
retary, Board of Osteopathic Examiners. 
Box 1088, Minot. 


OREGON 
Basic science examinations March 5 
Address Mr. John R. Richards, secre- 
tary, Board of Higher Education, 
Eugene. 
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RHODE ISLAND 

Professional examinations January 6-7. 
Address Mr. Thomas B. Casey, Admin- 
istrator of Professional Regulation, 366 
State Office Bldg., Providence. 

Basic science examinations in Room 
366, State Office Bldg., Providence, Feb- 
ruary 9. Applications must be filed ap- 
proximately 20 days prior to examination. 
Address Mr. Casey. 


SOUTH DAKOTA 

Examinations January 18-19 at Sioux 
Falls. Address Mr. John C. Foster, ex- 
ecutive secretary, Board of Medical and 
Osteopathic Examiners, Room 300, 
First National Bank Bldg., Sioux Falls. 


TENNESSEE 

Examinations in February and July at 
Nashville. Address M. E. Coy, D.O., 
secretary, Board of Examination and 
Registration for Osteopathic Physicians, | 
1226 Highland, Jackson. 


VERMONT 

Examinations January 26-27 at the 
State House, Montpelier. Applications | 
must be filed by January 10. Address | 


Charles D. Beale, D.O., secretary, Board | As a true “hyperkinemic”,’ Baume Bengué stimulates 
of Osteopathic Examination and Regis- | 


tration, Mead Bldg., Rutland. hyperemia and hyperther mia deep in the tissue area. 
_ This thorough action is invaluable in arthritis, myositis, 


muscle sprains, bursitis and arthralgia. 


WASHINGTON 

Professional examinations in the Audi- 
torium of Health Science Bldg., Univer- 
sity of Washington, Seattle, January 10- . 
12. Applications must be filed 15 days 
before examination. Address Mr. Edward 
C. Dohm, secretary, Professional Divi- 
sion, Department of Licenses, Olympia. 

Basic science examinations in the Audi- 
torium of Health Science Bldg., Univer- 
sity of Washington, Seattle, January 5-6. 
Applications must be filed 15 days before 
examination. Address Mr. Dohm. 


Baume Bengué also promotes systemic salicylate 
action. It provides the high concentration of 19.7% 
methyl salicylate (as well as 14.4% menthol) in a 
specially prepared lanolin base to foster percutaneous 


absorption. 


I. Lange, K., and Weiner, D.: J. 
Invest. Dermat. /2:263 (May) 1949. 


Baume Bengue 


ANALGESIQUE 


WISCONSIN 

Professional examinations January 11- 
12 at Madison. Address Thomas W. 
Tormey, Jr., M.D., State Office Bldg., 1 
W. Wilson St., Madison. 

Basic science examinations March 12 
at Hotel Loraine, Madison. Applications 
must be filed by March 4. Address Prof. 
Wiiliam H. Barber, secretary, Board of | 
Examiners in the Basic Sciences, 621 ~~~ 
Ransom Ave., Ripon. 


Available in both regular and mild strengths. 


Shes. Leeming Gene 155 44th St., New York 17, N.Y. 


address so that they will receive their 
renewal notices. 

January 1—Maine, $4.00. Address 
George F. Noel, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Monument Sq., Dover-Foxcroft. 


Prior to January 1—Arizona, not more 
than $10.00. Address Russell Peterson, 
D.O., secretary, Osteopathic Board of 
Registration and Examination in Medi- 
cine and Surgery, 2747 E. McDowell 
Rd., Phoenix 22 


WYOMING 
Examinations February 7 at Cheyenne. 
Address Franklin D. Yoder, M.D., sec- 
retary, Board of Medical Examiners, 
New State Office Bldg., Cheyenne. 


January 1—California, $20.00 for resi- January 1—Manitoba, $5.00. Address 
dents and nonresidents. Address Glen D. W. Kurth, D.O., secretary, Board of 
Cayler, D.O., secretary, Board of Osteo- Osteopathic Physicians, 248 Moorgate 


REREGISTRATION OF OSTEOPATHIC 
LICENSES 


December 31—Tennessee, $5.00. Ad- 
dress M. E. Coy, D.O., secretary, Board 
of Examination and Registration for 
1226 Highland, 


Osteopathic physicians, 
Jackson. 


1013 Forum Bldg., 


pathic Examiners, 
Sacramento 14. 
January 1—Florida, $5.00. Address R. 
Philip Coker, D.O., secretary, Board of 
Osteopathic Medical Examiners, Box 66, 
Panama City. Doctors who hold Florida 
licenses and who have moved since last 
year should advise the secretary of their 


Blvd., Winnipeg 12. 

January 1—New York, $5.00, bienni- 
ally. A physician receiving a license the 
second year of any biennial registration 
period pays a fee of $2.50 for a certifi- 
cate expiring December 31 of such sec- 
ond year. Address Stiles D. Ezell, M.D., 
secretary, Bureau of Professional Ex- 
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Whether for office, examining room or 
to take on outside calls there is a scien- 
tifically accurate, easy-to-use instrument 
—the Baumanometer—to serve you. 
Thousands of physicians today find the 
STANpBY ideal for office use. You will, too. 

Simply place the STaNpBy next to your 
patient. It occupies only 1 square foot of 
floor space, is always instantly ready — 
never in the way. 

With the StanpBy Model Lifetime 
Baumanometer you can BE SURE that 
your readings are accurate... for every 
Baumanometer is a Master Instrument, 
scientifically accurate and guaranteed to 
remain so—a standard itself. 


STANDARD FOR BI OODPRESSURE 


The Stanpsy Model is available either with the 
bandage-type cuff, or with The New Cleanable 
Air-Lok® Cuff. Your surgical instrument dealer 
will be glad to send you one for your free trial. 


W. A. BAUM CO., INC., COPIAGUE, L. 1, NEW YORK 
Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively. 


aminations and Registrations, 23 S. Pearl 
St., Albany 7. 


January 1—Ontario, $35.00. Address 
D. Gordon Campbell, D.O., secretary, 
Board of Directors of Osteopathy, 2 
Bloor St., E., Toronto 5. 

January 1—Pennsylvania, Surgeons 
Examining Board, $10.00. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bureau 
of Professional Licensing, Harrisburg. 

January 1—Texas, $5.00. Address M. 
H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 

January 1—Utah, $3.00. Address Alice 
E. Houghton, D.O., seeretary, Osteo- 


pathic Examining Board, 600 Zion’s Sav- 
ings Bank Bldg., Salt Lake City 1. 

January—Alberta. No reregistration. 
Pay $10.00 a year membership in the 
College of Physicians and Surgeons, 
Alberta, in January. 

During January — Connecticut, $2.00. 
Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 

During January — Minnesota, $2.00. 
Address Wallace F. Kreighbaum, D.O., 
secretary, Board of Osteopathic Exam- 
iners, 2748 Hennepin Ave., Minneapolis 8. 

During January— Wisconsin, $3.00. 
Address Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
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State Office Bldg, 1 W. Wilson St., 
Madison. 

January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of British Columbia. Address Lynn 
Gunn, M.D., Registrar, College of Phy- 
sicians and Surgeons of British Colum- 
bia, 1807 W. 10th Ave., Vancouver 9. 

Before February 1—Vermont, $3.00 
for residents, $2.00 for nonresidents. Ad- 
dress Charles D. Beale, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, Mead Bldg., Rutland. 

Before March 1—Colorado, $2.00 if 
legal resident; $10.00 if not legal resi- 
dent. Address Samuel H. Brown, M.D., 
executive secretary, Board of Medical 
Examiners, 831 Republic Bldg., Denver 2. 


EXAMINATION BY NATIONAL BOARD 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken, must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of 
anatomy, including histology and embry- 
ology; physiology; physiological chemis- 
try; general pathology; and bacteriology, 
including parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
obstetrics and gynecology; pediatrics; 
neurology and psychiatry; public health, 
including hygiene; medical jurispru- 
dence; osteopathic principles, therapeu- 
tics, including pharmacology and materia 
medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of 
the Board and by a panel of associate 
examiners. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles, therapeutics, and 
pharmacology; surgery; ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

Part III examinations will be given at 
the College of Osteopathic Physicians and 
Surgeons, Los Angeles, March 5-6, at the 
Chicago College of Osteopathy, Chicago, 
April 3-4, and in the Spring at Philadel- 
phia and Kirksville, Mo. 

These are oral examinations which the 
candidate may take after having satis- 
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factorily completed the first 6 months of 
a l-year internship in a hospital ap- 
proved by the American Osteopathic As- 
sociation for intern training. Part III is 
given annually at the above-named col- 
leges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory com- 
pletion of Part I and of the first two 
quarters or trimesters of the senior year 
in an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Application must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2, In- 
diana. 


UNKNOWNS IN VITAMIN C* 
By Leslie J. Harris, D.Sc.+ 


Among the principal gaps remaining in 
our knowledge about vitamin C, the threc 
that are especially noticeable relate to 
requirements, distribution, and mode of 
action. 


VITAMIN C REQUIREMENTS 


There is as yet no universal agreement 
about the amount of vitamin C required 
daily by man for maintaining health. We 
do know that as small a quantity of as- 
corbic acid as 10 mg. per day, or some- 
what less, is sufficient to prevent scurvy. 
But we also know, and it is a familiar 
observation to everyone who has carried 
out vitamin assays on animals, that there 
is generally a wide gap between the mini- 
mum and the optimum dose—that is to 
say, between the relatively small amount 
of any vitamin needed to prevent actual 
lesions of frank deficiency disease and 
the much larger amount needed to pro- 
mote full health as measured by a maxi- 
mal growth response in the young ani- 
mal and by normal physiological function. 


Avitaminosis and Hypovitaminosis 
With regard to vitamin C, the argu- 
ments in favor of the view that the opti- 


conn ent from Public Health Reports, May, 


7Dr. Harris is director of the Dunn Nutri- 
tional Laboratory, University of Cambridge 
and Medical Research Council, and president 
of the Nutrition Society. This paper is based 
on his summary remarks at the Lind_Bicen- 
tenary Symposium conducted at the Univer- 
sity of inburgh last May in honor of Dr. 
James Lind, author of the Treatise of the 
Scurvy published in Edinburgh in 1753. The 
Proceedings of the Nutritiom Society, published 
by the Cambridge University Press, London, 
carries the full text of the symposium. 


first and only 
aqueous 
therapeutic 
vitamin formula 
with 
single 


vi-aquamin 


vi-aquamin 
therapeutic 


e faster, more complete ab- 
sorption and utilization (up 
to 300% better) of normally 
oil-soluble vitamins A, D, E, 
made water-soluble.* 


e all “essential” vitamins and 
minerals including vitamins 
A, Bi2 and E; calcium, phos- 
phorus, iron, cobalt, and 
other trace minerals. 


moderate in cost 


Available in botties of 30, 50, 100 
and 500 capsules. 

aa 
upon request. 
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therapeutic 


just one capsule provides: 


Vitamin A* . 25,000 U.S.P. Units 
Vitamin D*(calciferol) 1,000 U.S.P. Units 
Ascorbic Acid (C) . 

Thiamine HCI 

Niacinamide 

Riboflavin (Bz). . . 

Pyridoxine HCI (Bg) . 

Vitamin Bi2 . . 

d, Calcium Pantothenate 

di, Alpha Tocophery!l Acetate (E)* 5 mg. 
Dicaicium Phosphate 200 mg. 


Caicium . . 58mg) 
osphorus. . 45 me} 


Sulphate 100 mg. 


1.5 mg. 
0.1 mg. 
1 mg. 
6 mg. 


Manganese . 
Magnesium . 
Zinc . 1 mg. 
Cobalt . 0.1 mg. 
Molybdenum 0.2 mg. 


*Oil-soluble vitamins made water-soluble with 
esters; protected by U. S. Patent 
417,299. 


u. s. vitamin corporation 
(ARLINGTON-FUNK LABORATORIES, rags 
250 EAST 43rd STREET © NEW YORK I7, N. Y. 


mum may be widely separated from the 
minimum can be marshalled under sev- 
eral headings. 


Subscurvy in experimental animals. 
Tests on guinea pigs do indeed prove 
that the quantity of vitamin C needed to 
prevent so-called clinical signs of scurvy 
is considerably less than that necessary 
to obtain the full potentialities of growth 
in the young animal or to maintain, for 
example, the normal functioning of the 
odontoblasts. The curve of response is 
in fact logarithmic. 

Presumptive advantages of saturation. 
Again, it has been argued that, so far as 
is known, all animal species except pri- 


mates and guinea pigs 


can synthesize 


vitamin C in the body and do not need it 
in their diet, and that it seems a note- 
worthy fact that in such species Nature 
has arranged to maintain a state of satu- 
ration. Therefore, it is not unreasonable 
to suppose, as King and others have, that 
for human beings likewise a state of 
saturation may be both natural and de- 
sirable. There is reason to think, for ex- 
ample, that an intake of vitamin C appre- 
ciably above the mere minimum (or 
scurvy-preventing dose) is needed to pro- 
mote the optimal healing of wounds. 


Absence of direct proof. On the other 
side, we are forced to admit that how- 
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ever attractive the presumptive evidence 
may seem, or however useful a safe- 
guard it undoubtedly is to provide a 
liberal intake of vitamin C, if only to 
insure a reasonable margin of safety, 
nevertheless, we have as yet no means of 
definitely proving that a man is in better 
health for receiving 30 mg. of ascorbic 
acid daily, the League of Nations stand- 
ard of requirement (1), instead of 10 
mg. per day, the approximate scurvy- 
preventing dose. We have still less di- 
rect evidence for insisting on an allow- 
ance of up to 50 or 75«mg. to meet some 
of the proposed American standards (2). 


Need for functional tests. The one 
thing that would help more than anything 
else in settling this controversy about the 
requirements would be to have new func- 
tional tests developed to demonstrate the 
effect of minor degrees of deficiency. 
Whereas for some other vitamins such 
tests are already in existence, for vitamin 
C they are still lacking and are most ur- 
gently needed. An example of the kind 
of test I have in mind is the measure- 
ment of dark adaptation for vitamin A, 
which permits the diagnosis of a mild 
degree of deficiency of this vitamin be- 
fore any clinical signs have become evi- 
dent. Similarly, for vitamin B,, the car- 
bohydrate tolerance (pyruvate clearance) 
test originated by Banerji and myself 
(3) and applied by McCollum and others 
in America and elsewhere, will give evi- 
dence of some impairment in vitamin B, 
function when the deficiency is still too 
slight to produce the more obvious clini- 
cal manifestations of disease (4-7). 


Likewise, for vitamin C we must look 
forward to seeing some functional stress- 
test devised. Possibly, bearing in mind 
Dr. Crandon’s observations (8), it may 
be some kind of a local stress reaction. 
Only when such tests are available will 
it become possible to detect minor degrees 
of deficiency in man and hence to know 
what is his real optimal requirement. 


DISTRIBUTION 


Another outstanding puzzle about vita- 
min C is to know why it is present in 
such relatively large amounts in some 
fruits, or in certain plant and animal 
tissues, and yet is almost entirely absent 
from other, and apparently analogous, 
fruits or tissues. This unevenness in its 
distribution would seem to be almost 
fortuitous. Are we then to inquire teleo- 
logically what is the purpose of these 
large amounts of vitamin C in some sites 
and the smaller amounts in others closely 
similar; or are we to regard it, as it al- 
most appears to be, as just a biochemical 
accident? We can do little more than 
state the question, for there appears as 
yet to be little or no hint of the answer. 


MODE OF ACTION 


We are still largely in the dark also 
about the physiology and biochemistry of 
vitamin C action. We cannot yet point to 
any precisely defined coenzyme system, 
such as is possible with various vitamins 
of the B group. 
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No more 
no more chloral! 


barbiturates, 


We prefer 
CLORTRAN 


for 


Sedation 


Now, at last, you can prescribe a sedative-hypnotic that’s 
free from gastric irritation + free from habituation 
free from hangover 


Clinical experience with CLORTRAN continues to confirm Beckman’s observa- 
tion: “I think the profession would do well to use this drug more often in 
insomnia, since it affords chloral hypnosis without gastric irritation.” 


For control of motion sickness, too. 


CLORTRAN capsules provide chlorobutanol in a new, stable, convenient form. 
CLORTRAN does not upset the stomach; on the contrary, it exerts on the 
gastric mucosa* a soothing and spasmolytic influence which, combined with 
its sedative power, makes it a drug of choice in control of sea-, air-, and 
car-sickness. 


Dosage: Sedative-Antispasmodic, 0.25 Gm. 2 to 4 times daily. Nausea or 
Motion Sickness: 0.25 Gm., repeated in 30 minutes if necessary. Hypnosis: 
0.5-1.0 Gm., % to 1 hour ‘before retiring. Contraindicated only in severe 
cardiac, hepatic or renal disease. 


CLORTRAN is supplied in golden-orange, soft gelatin capsules, 0.25 Gm. 
(3% Gr.) and 0.5 Gm. (7% Gr.); bottles of 100. 


LABORATORIES 


The Known Facts 


ournal A.O.A. 
ember, 1954 


What is known about vitamin C action 
can be summarized (for the greater 
part) under three headings, as follows: 


Reducing action. Although it has been 
shown that vitamin C, by reason of its 
reducing activity, is able to participate in, 
or to stimulate, a large number of chemi- 
cal reactions, this action seems largely 
unspecific, for other reducing agents can 
often replace the vitamin. In this direc- 
tion, then, we are not much nearer ex- 
plaining the characteristic action of the 
vitamin in preventing scurvy. 


Structural effects of deficiency. All 
that need be said under this heading is 
that in the absence of adequate amounts 
of vitamin C the formative cells of the 
body, such as the odontoblasts, amelo- 
blasts, cementoblasts, and osteoblasts, lose 
their normal functional activity and cease 
to lay down the normal type of new tis- 
sue, namely, dentine, enamel, cement, and 
bone. A particular instance of this is the 
well-known fact that with a deficiency of 
vitamin C the normal production of col- 
lagen is impaired. 


Specific chemical effects. It is clearly 
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established that vitamin C is involved in 
two distinct chemical reactions, or sys- 
tems, namely: (a) the conversion of 
folic acid to folinic acid, and (b) the 
metabolism of tyrosine and related sub- 
stance. An additional point here, as sug- 
gested by the new findings of King (9), 
is that in vitamin C deficiency cholesterol 
metabolism may also be affected. Apart 
from this, little is definite. 


Adrenal Function 


The fact that the administration of a 
dose of ACTH is followed by a tem- 
porary fall in the level of ascorbic acid 


in the adrenal gland (10) suggests that 
vitamin C may be related in‘some way to 
adrenal function. This idea is further 
supported by the consideration that vita- 
min C is present in extraordinarily high 
concentration in the adrenal, both in the 
medulla and the cortex. However, the 
attempts of my colleagues and myself 
to find evidence of a consistent relation 
between ACTH (or cortisone) function 
and vitamin C requirements have so far 
led to essentially negative conclusions 
(11). According to C. P. Stewart and 
others (12,13), ACTH and cortisone 
may affect the equilibrium between as- 
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corbic and dehydroascorbic acids in the 
blood of human subjects. Yet our own 
tests failed to show any essential change 
in the ratio of ascorbic acid to dehydro- 
ascorbic acid in the adrenals of guinea 
pigs after an injection of ACTH. 


CONCLUSION 


From what has been said, it would 
seem helpful, then, if in our discussions 
and in future work, some particular con- 
sideration could be given to these three 
problems: (1) the quantitative require- 
ments for vitamin C, (2) the reason for 
its apparently uneven distribution, and 
(3) the detailed nature of the specific 
biochemical system or systems in which 
the vitamin functions and the derange- 
ment of which presumably leads to 
scurvy. 
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PROGNOSIS IN RHEUMATIC FEVER* 


The mortality from rheumatic fever, 
which has been decreasing for many 
years, declined even more rapidly in the 
past decade. This recent improvement has 
been due in part to general betterment in 
environmental and living conditions, and 
more particularly to the greater control 
over streptococcal infections with sulfa 
drugs, penicillin, and other antibiotics. 
The new therapy has been useful in pre- 
venting both initial and recurrent attacks 
of rheumatic fever. 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August, 1954. 


It is still too early to evaluate the 
long-term outlook for children who have 
suffered a first attack of rheumatic fever 
in recent years. Fortunately, the number 
of such children definitely appears to be 
declining. Valuable information on the 
outlook for patients coming under treat- 
ment 15 or more years ago is available 
from several recent studies based upon 
the experience of insured lives. 


One of these is a follow-up study of 
the mortality among a group of nearly 
3,000 children with rheumatic fever in- 
sured under Industrial policies in the 
Metropolitan Life Insurance Company. 
These policyholders, who were in the 
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age range from 1 to 20 years when they 
first received nursing care during an 
acute attack some time in the period 
1936 to 1938, have been systematically 
traced since that time. The majority of 
these children were still living at the end 
of 15 years. The maximum survivorship 
rate—94 percent—was recorded among 
girls under age 10 at the time of attack 
who had no evident heart disease re- 
ported at first observation. Even the 
minimum survivorship rate over the 15- 
year period, that among boys with heart 
disease reported during the attack, was 
close to 65 percent. 


As might be expected, the mortality 
was highest in the early years after the 
attack, especially for those with heart 
involvement. For example, among boys 
with heart involvement the death rate in 
the first five years after the attack aver- 
aged 66 per 1,000, compared with 17 in 
the next five years and with 8 per 1,000 
in the succeeding five years. In part at 
least, the recent improvement reflects the 
prevention of recurrent attacks of the 
disease. 


The mortality among the children un- 
der study during the 15-year period was 
nevertheless well above normal, primarily 
because of the resulting heart damage. 
Rheumatic heart disease accounted for 
more than three fifths of all deaths. 
Among children with heart involvement 
in the initial attack, the proportion of 
deaths due to rheumatic heart disease 
exceeded three fourths, and was espe- 
cially high among the younger children. 
Even among children without reported 
heart involvement during the acute stage, 
the majority of deaths occurring subse- 
quently were due to rheumatic heart 
disease. 


Of particular interest clinically is the 
record for subacute bacterial endocarditis. 
Altogether, 10 percent of the deaths were 
ascribed to this cause. The mortality 
from subacute bacterial endocarditis was 
largely concentrated in the early years of 
the experience. At the time this study 
was inaugurated, it was expected that 
mortality from this condition, which then 
invariably ran a fatal course, would in- 
crease as time went on. That this did not 
occur reflects, no doubt, the influence of 
the antibiotics both in prevention of re- 
current attacks of rheumatic fever and 
in the treatment of subacute bacterial 
endocarditis. This is one of the most 
significant changes in the prognosis of 
rheumatic fever. 


Even though the majority of the girls 
in this study have reached marriageable 
age, and a large proportion are married, 
there have been only two deaths from 
complications of pregnancy and child- 
birth among them. One of these deaths 
followed the birth of twins, an event 
which normally involves extra risk to 
the mother. 


The various studies of rheumatic fever 
indicate that the prognosis of the disease 
has improved, with prospects of complete 
recovery in a high proportion of cases. 
Early diagnosis and proper treatment are 
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still of prime importance for a favorable 
outcome. Even persons with severe heart 
damage resulting from rheumatic fever 
are now being treated successfully. Sur- 
gical correction of such defects is be- 
coming increasingly frequent, and a 
growing number of patients with rheu- 
matic heart disease are being restored to 
health and working capacity. For some 
time now cortisone and ACTH have been 
under careful trial in the treatment of 
rheumatic fever. It is hoped that this 
hormonal treatment will prove effective 
in lessening or preventing permanent 
heart damage from rheumatic fever, but 
this therapy awaits definitive evaluation. 


MORBIDITY AND MORTALITY TRENDS 
IN POLIOMYELITIS* 


In each of the past six years the 
reported incidence of acute poliomyelitis 
in the United States was higher than at 
any time in the past. The number of 
cases reached an all-time peak of nearly 
58,000 in 1952, and last year, with about 
36,000 cases, was the third highest on 
record; these figures compare with some- 
what over 27,000 cases reported in the 
major epidemic year 1916. During the 
quarter century from 1917 to 1942, in 
only three years did the reported cases 
of poliomyelitis exceed 10,000; since 
then, every year exceeded that figure 
without exception. 

In contrast to the rise in morbidity 
are the reassuring facts on the trend 
of mortality. In the past decade the 
average death rate was below that in 
the first two decades of the period under 
review. Even the peak death rates in re- 
cent years were less than one tenth the 
rate of 36.8 per 100,000 recorded in 1916. 

Several difficulties are encountered 
when one attempts to interpret the mor- 
bidity and mortality trends in polio- 
myelitis for the country as a whole. The 
incidence of the disease fluctuates widely 
from year to year, as does its geographic 
distribution. Adequate reporting of cases 
on a nationwide scale began little more 
than 20 years ago, and reporting prac- 
tices have by no means been uniform. 
Until fairly recent years relatively few 
States systematically reported cases by 
age or severity. 

Some of the factors known to influ- 
ence the trend in poliomyelitis throw 
Nght on the situation. For example, the 
rise in the number of cases reflects the 
growth of the child population, but this 
accounts for only a relatively small part 
of the increase in the incidence of the 
disease. As against an increase of about 
400 percent in cases between 1930-1934 
and 1949-1953, the population under age 
10 has increased less than 35 percent 
and at ages 10-19 there was actually a 
small decrease. Over the past 20 years 
an increasing proportion of the cases and 


*Reprinted from Statistical Bulletin, Met- 
ropolitan Life Insurance Company, July, 1954. 
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the deaths have been occurring at the 
later childhood ages and in early adult 
life; yet even now, more than two 
thirds of all reported cases are at ages 
under 15. 

The contrasting trends of morbidity 
and mortality reflect, to some extent, the 
increased proportion of nonparalytic 
cases, but this too is apparently not a 
major factor. The areas for which the 
necessary data are available show only 
a moderate increase in nonparalytic 
cases. Moreover, the proportion of non- 
paralytic cases reported has always 
tended to be higher in epidemic than in 
non-epidemic years. 

One of the significant characteristics 


of the disease has been its shifting geo- 
graphic pattern. The recent rise in the 
frequency of poliomyelitis has been rela- 
tively greatest in States west of the 
Mississippi River, smallest in the North- 
eastern part of the country, while the 
Middle West and South occupy an inter- 
mediate position in this respect. There 
are, however, wide variations in the 
trend of poliomyelitis not only within 
broad geographic regions but also within 
individual States. 

The reporting of cases was incomplete 
in earlier years, but in recent years there 
has been some over-reporting of the 
disease. The wide publicity that has been 
given poliomyelitis, coupled with the un- 
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derstandable fear of the disease, has 
made both parents and physicians very 
conscious of it. Consequently, children 
with presumptive symptoms are some- 
times reported as having poliomyelitis 
and are counted in the case records al- 
though the subsequent facts do not 
justify the initial diagnosis. Unfortu- 
nately, such case reports are not subse- 
quently corrected, nor are there ways 
and means to attempt this on a country- 
wide basis. In New York City, review 
by the Health Department of the original 
diagnosis indicated that the over-report- 
ing of cases has amounted to about 15 
percent during the past few years. 


Among the important factors account- 
ing for the increase in the incidence of 


the disease in our country appears to 
be a change in the age at which natural 
immunity to the disease is acquired. It 
seems likely that as a result of factors 
that reduce close personal contact among 
children—such as the mobility of the 
population, the decrease in the size of 
families, and the growth of suburban 
areas—the acquisition of natural im- 
munity has been reduced or delayed. 
However, the significance of this is 
rather small, for even under current 
conditions a large majority of children 
build up immunity at a fairly early age. 
Consequently, even in recent years the 
highest annual incidence of reported 
cases at ages under 15 has been only 
one per 1,000. The chances that a person 
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would be struck by the paralytic type 
of the disease before he reaches 20 are 
less than one in 500. Likewise, the annual 
death rates from the disease in recent 
years have averaged about 2.5 per 100,000 
at the childhood ages, while the chances 
of dying from the disease between birth 
and age 20 are only about one in 2,006. 


Intensive investigations are being di- 
rected to the prevention of poliomyelitis, 
with attention at the moment being 
focused on the new vaccine now under 
large-scale trial. At the same time, more 
and more is being accomplished in the 
treatment and _ rehabilitation of those 
stricken as knowledge of the disease ad- 
vances and as trained personnel and fa- 
cilities for care of patients increase. 
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Anesthesia for Practitioners of Medicine. By 
John Adriani, M.D., Director, Department of 
Anesthesiology, Charity Hospital of Louisiana; 
Professor of Surgery, Tulane University School 
of Medicine; Associate Clinical Professor of 
Surgery, Louisiana State University School of 
Medicine, New Orleans, Louisiana. Cloth. Pp. 
265, with illustrations. Price $6.50. Charles C 
Thomas, Publisher, Springfield, Ill., 1954. 

PRINCIPLES OF OSTEOPATHIC TECH- 
NIC. By Harrison H. Fryette, D.O. A Harry 
L. Chiles Memorial Publication. Pp. 241, with 
illustrations. Academy of Applied Osteopathy, 
Carmel, Calif., 1954. 

THE AUXILIARY HEART. By William 
Walter Wasson, M.D. Cloth. Pp. 184, with il- 


lustrations. Price $10.50. Charles C Thomas, 
301-327 E. Lawrence Ave., Springfield, TIl., 
1954. 


HYPOTHYROIDISM: An Essay on Mod- 
ern Medicine. By Paul Starr, M.D., F.A.C.P., 
Professor of Medicine; Chairman of Depart- 
ment of Medicine, University of Southern Cali- 
fornia, School of Medicine, Los Angeles. Pa- 
per. Pp. 122, with illustrations. Price $3.75. 
Charles C Thomas, Publisher, Springfield, IIl.. 
1954, 

Current Concepts in DIGITALIS THER- 
APY. By Bernard Lown, M.D., Formerly As- 
sistant in Medicine, Peter Bent Brigham Hos- 
pital; and Samuel A, Levine, M.D., Clinical 
Professor of Medicine, Harvard Medical 
School; Physician, Peter Bent Brigham Hos- 
pital. Cloth. Pp. 164, with illustrations. Price 
$3.50. Little, Brown & Co., 1954. 

THE MANAGEMENT OF ENDOCRINE 
DISORDERS OF MENSTRUATION AND 
FERTILITY. By Georgeanna Seegar Jones, 
M.D., Assistant Professor of Gynecology, The 
Johns Hopkins University; Gynecologist, The 
Johns Hopkins Hospital, Baltimore, Maryland. 
Cloth. Pp, 197, with illustrations. Price $5.75. 
Charles C Thomas, 301-327 E. Lawrence Ave., 
Springfield, 1954. 

HUGH ROY CULLEN: A Story of Ameri- 
can Opportunity. By Ed Kilman and Theon 


Three sizes 

of high-speed 
autoclaves 

for complete, 
Safe instrument 
Sterilization 

in less time than 
simple boiling. 

A model for any 
office or clinic 
... [deal stand-by 
equipment 

for hospitals. 


See your dealer, or write 
for literature 


THE PELTON & CRANE COMPANY 
DETROIT 2, MICHIGAN 


Wright. Cloth. Pp. 369. Price $4.00. Pren- 
tice-Hall, 70 Fifth Ave., New York 11, 1954. 
THE CLINICAL PHYSIOLOGY OF THE 


LUNGS. By Cecil K. Drinker, M.D., D.Sc., 
Formerly Professor of Physiology, Harvard 
University, School of Public Health, Boston, 


Massachusetts. 
tions. Price $5.50. 
lisher, 301-327 E, 
1954. 
MAXILLOFACIAL ANATOMY With Prac- 
tical Applications. By Harry H. Shapiro, 
D.M.D., Assistant Professor of Anatomy, Col- 
lege of Physicians and Surgeons, Columbia 
University; Visiting Lecturer in Applied Anat- 
omy, Tufts College; Consultant, U.S. Army 
Medical Service Graduate School, Walter Reed 
Hospital, Washington, D.C.; Attending Maxillo- 
facial Surgeon in Plastic Surgery, Manhattan 
Eye, Ear, and Throat Hospital, New York 
City; Consultant, Cornwall Hospital, Cornwall, 
New York. Cloth. Pp, 392, with illustrations. 
Price $12.00. J. B. Lippincott Company, West 
Washington Square, Philadelphia 5, 1954. 


Cloth. Pp. 84, with illustra- 
Charles C Thomas, Pub- 
Lawrence Ave., Springfield, 
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APPLICATIONS OF 
MEMBERSHIP 


CALIFORNIA 

Van Degrift, P. D., (Renewal) 615 Goldenrod 
Ave., Corona Del Mar 

Gregory, Paul D., (Renewal) 201 Center St., 
El Monte 

Holroyd, Edward A., (Renewal) 
Bivd., Hollywood 46 

Norgard, Milton C., (Renewal) 
Ave., Huntington Park 

Ryan, Earl A., (Renewal) 
Long Beach 5 

Davis, Nathaniel A., 5318 Melrose Ave., Los 
Angeles 38 

Jett, Harry T., (Renewal) 5818 W. Third St., 
Los Angeles 36 

O'Neil, Dean M., (Renewal) 227 San Fernando 
Road, Los Angeles 31 


8006 Sunset 
6718 Seville 


350 E. Market St., 


IOWA 


Butcher, Helen, 1509 Forest Ave., Des 


Moines 14 
Reamer, Leigh S., (Renewal) Tingley 
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F. A. RITTER COMPANY 
4624 WOODWARD 


HAVE YOU RECEIVED 


OTHERS ASK UP TO $10.00 
THIS HIGH GRADE 
SACRO-ILIAC BELT 


OUR 
PRICE 


$4.50 


Beautifully made of six inch orthopedic webbing well 
reinforced, supplied with perineal straps. High grade 
7 materials and workmanship throughout. 
a limited time only in order to keep our shop busy. 
Take measurements around the hips three inches 
below the iliac crest. 


Offered for 


AVENUE DETROIT MICHIGAN 


We also make Segve-Langher belts $6.50; Abdominal belts $6.00 for 
Hernia, Obesity, Ptosis, 


Post-Operative; Ambulatory Splints $35.00; 


Cervical Vertebrae brace $28.00; Taylor Spinal brace $30.00; One-wa 


OUR NEW CATALOG? stretch Elastic Stocking | Service weight $1.50; Two-way stretc 
lightweight lastex with Nylon $7.00 pair. 
MAINE NEBRASKA 
Stanley, Edgar B., Cherryfield Voss, A. F., 423 E. Fifth St., York 
MASSACHUSETTS NEW JERSEY 
Norris, Paul G., (Renewal) 1 Broad St., Lynn Mischenko, Nicholas J., (Renewal) 135 E. 
Howard St., Clayton 
MICHIGAN 
Filkill, P. Alan, (Renewal) 381 E. River St.. NEW YORK 
Deer ld Dash, Hugh M., (Renewal) 1027 Prospect 
Abessinio, Daniel A., Detroit Osteopathic Hos- Place, Brooklyn 13 
pital, 12523 Third Ave., Detroit 
— (Renewal) 18160 Wood- PENNSYLVANIA 
war ve., roit sg 
ve., Detroit i 
Hospital, 12523 Third Ave., Detroit Keagy,. Marvin M., West Side Osteopathic 
MINNESOTA Hospital, 1253 W. Market St., York 
Wiewel. Philomena, (Renewal) Wells TEXAS 
Bray, J. Graham, Gpenowel) 306 Burk Bur- 
MISSOURI nett Bldg., Fort Worth 2 
Propst, C (Renewal) Bethan Borrow, Irene, (Renewal) 5500 39th St., Port 


Witla (Renewal) Gibson Hospital 

inic, 

Miller, Glenn R. (Renewal) 115 S. Fifth St., 
Hanni 

Cunningham, Nelson 5018 E. 
24th St., Kansas City 2 

L., Post Office Bldg., 


Mexfield, Sterling 4) 6720 W. 
Florissant Ave., St. 

Musselman, Paul ‘tne => 1711 N. Rob- 
berson St., Springfield 

Windsor, George H., Windsor 


(Renewal) 
Clinic, Windsor 


Arthur 
Mendicino, Anthony T., (Renewal) 
Alamo Natl. Bank Bldg., San Antonio 5 


VERMONT 


Smith, Murdoch C., (Renewal) 439 Main St., 


Bennington 


Wandrey, C. Fred, (Renewal) 304 South St., 


Bennington 


WISCONSIN 


Brooks, Robert A., Hustisford Hospital 
Clinic, Hustisford 


1110-11 
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LEISURE, LIVING AND LOAFING 


BECAUSE HISTACOUNT KEEPS THE RECORDS STRAIGHT 


Hours of desk chores can be easily converted 
into hammock happiness or a few holes of golf, 
with Histacount Bookkeeping Systems, Patients’ 
Records and Filing Systems. 


Histacount is the symbol of systematic, efficient 
record keeping which provides the “time off” 
that Doctors can never seem to find. 


Professional Printing Company, Inc. 
America’s Largest Printers to the Professions. 
New Hyde Park, New York. 
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CHANGES OF ADDRESS 
AND NEW LOCATIONS 


Adelman, Nathan, from Muskegon, Mich., to 
58 Martin Place, Detroit 1, ch. 

Alden, Ernest W., from 9932 Lawton Ave., to 
Zieger Osteopathic Hospital, 4244 Livernois 
Ave., Detroit 10, Mich. 

Andrews, Otho V., from Saginaw, Mich., to 
Route 3, Box 300, South Bend, Ind. 

Angell, E. O., from Des Moines, Iowa, to 538 
Winchester, Moberly, Mo. 

rb Virgil S., from 107 Walnut St., to 

4 W. Main St., West Plains, Mo. 
Baker, B. B., from 36 N. Harvard St., to 
750 S. Peoria Ave., Tulsa 5, Okla. 
Baker, aoa E., from Grove City, Ohio to 
Mound St., Columbus 23, Ohio 

Allen, COPS °53; S. 
Chevy Chase Drive, Glendale 5, Calif. 

Bean, Clara Emily, from Route z to Route 1, 
Randolph, Vt. 

Beckham, Alfred, Jr., from Lennox, Calif., to 
Flallon Ave., Norwalk, Calif. 

D., from 1560 0 Humboldt St., to 428 
18 eh St., Denver 2, Colo. 

Berenson, Philip, from 9516 S. Main St., 

s Angeles 45, Calif, 


8741 McConnell Ave., Lo 

Biddison, Eddie I., KC °54; Doctors Hospital. 
1087 Dennison Ave., Columbus 1, Ohio 

Bigsby, Aura Clayton, from 208 Third St., 
S. W., to 7208 Central Ave,, S. E., Albu- 
querque, N. Mex 

Bittmann, C. J., from Box 207, to Box 308, 
"W. Va. 

Black, John Russell, from 3301 N. W. 46th 
St., to = oy 4, Box 1861, Miami 44, Fla. 

Black, Linnie K., from 3301 N. W. 46th St., 
to Route 4, Box 1861, Miami 44, Fla. 

Blacksmith, Anna Krieger, from 3018 Beverly 
ae to 3324 Sunset Blvd., Los Angeles 26, 


alif. 

Blankenhorn, Glenn D., Jr., from 211 N. Main 
St., to 544 N. Main St., Lapeer, Mich. 

Blum, Margaret B., from Los Angeles, Calif., 
to i Lankershim Blvd., North Hollywood, 

alif. 

Bone, James D., from Garrison, Texas, to Box 
672, Henderson, Texas 

Borman, Richard H., from 720-22 Sixth Ave., 
to 3516 53rd St., Des Moines 10, Iowa 

Bovee, Victor J., Jr., from 507 N. Michigan 
‘ve, ., to 3733 E. Genesee Ave., Saginaw, 


Leo D., from 5115 Montrose Bivd., 
to 802 Wayside Drive, Houston 11, Texas 
Brill, Jack J., from Bay Village, Ohio, to 781 

Elyria St., ‘Amherst, Ohio 
yy Richard E., from Casa Grande, Ariz., 
to 114 E. Marcy St., Santa Fe, N. Mex. 
from 750 E. McDowell Road, 
100 W. Osborn Road, Phoenix 42, Ariz. 
Comshalt Warren, COPS °53; 1267 N. Hudson 
ve., Pasadena 6, Calif. 
Cargill, J. Claver, from 436 E. Olive Ave., to 
3701 W. Burbank Blvd., Burbank, Calif. 
Chapman, Eunice L., from 681 Main St., to 60 
Prospect St., Waltham 54, Mass. 

Christensen, Joseph R., from Medford, Ore., 
= Park Professional Bldg. 4340 Leimert 

» Los Angeles 8, Calif 

Pc Ladle V., COPS °53; 3305% Division 
St., Los Angeles 65, Calif. 

Ci, L. R., from 5306 N. Saginaw St., to 

310 N. Saginaw St., Mine’ 5, Mich. 

E., from 4159 E. 131st St., to 406 

Osborn Bidg., Cleveland 15, Ohio 


Collins, Archie, from Box 57, to Box 237, 
Lyons, 
from Los Angeles, Calif., 


4116 E. raz.2 Blvd., Compton, Calif. 

eume Robert L., from 5200 S. Blackstone 
Ave., to 1367 E. 48th St., Chicago 15, Ill. 

Colletta, Jordan B., PCO ’54; Farrow Osteo- 
pathic Clinic and Hospital, 239 W. Tenth 
St., Erie, Pa. 

.Cooker, John E., from Philadelphia, Pa., tc 
614 Meadow Lane, Oreland, Pa. 

Cordy, Edmond H., from Los Angeles, Calif., 
to Maywood Hospital, 4400 E. Slauson ‘Ave., 
Maywood, Calif. 

Cousins, Walter K., from 123 E. Elm, to 109% 
N. Marble St., Rockmart, Ga. 


Harold, COPS ’53; 3171 Sepulveda 
. Los Angeles 34, Cal lif. 
George, from Dearborn, 


Mich., to 

27340 Joy Road, Detroit 39, Mich. 

Desio, Francis J., from Larned, Kans., to 511 
S. Workman St., Lyons, Kans. 

Dickerson, William H., PCO ’54; 3907 Briggs 
Ave., Erie, Pa. 

Downing, Wilbur J., Jr., from Chicago, IIl., 
to 2221 169th St., Hammond, Ind. 

Dunning, J. J., from Helios, Monte Carlo, 
Monaco, to 40 Passaic St., Hackensack, N. J. 

Eipuer®, Spencer D., from Tucson, Ariz., to 
Box 7. St. Johns, Ariz. 
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Faldon, Karl E., BC 54; 
Gloucester City, N. J. 

Felix, Anna B. Miller, from Delta, Colo., to 

Cory, Colo. (Change of name from Anna B. 


Fiel, Russell W., KCOS °54; 54314 Grafton 
Ave., Dayton 6, Ohio 

Fielding, Anne M., from 262 Federal St., to 
284 Silver St., Greenfield, Mass. 

Figg, Dale R., from 128 N. Watkins, to 128 
N. Main St, Perry, eae 

Fischer, John T., Jr., C °54; South Bend 
Osteopathic Hospital, tie S. William St., 
South Bend 2, In 

+. Andrew P., from 35080 Chestnut St.. 

35084 Chestnut St., Wayne, Mich. 

v4 David, from Camden, N. J., to 30% 
Crystal Lake Ave., Haddonfield, N. J. 

Fullman, Donald G., from York, Pa., to 711 
N. Fourth St., Steubenville, Ohio 

Ginsberg, Herbert, from 1151 E. Market St., 
0 620 E. Market St., Akron 4, Ohio 

Goldberg, Samuel, from 35 Norton St., to 33 
Norton St., New Haven 11, Conn 

—, Richard B., from 3105 Cross St., to 
101 W. Johnson St., Madison 3, Wis. 

Frederick A., Norristown, Pa.. 
to 317 Main St., Geneva, Ohio 

Gregg, James B.. from Carnegie, Pa., to 3 
Chambersburg St., Gettysburg, Pa. 

Gregory, Wallace R., from Box 99, to 81 Ken- 
drick Ave., Mount’ Clemens, Mich. 

Gage, D. aie from St. Louis, Mo., to 1314 

Ogden Ave. Wis. 

Haight, Alfred R., from’ Kansas City, Mo., to 
Doctors 1087 Dennison Co- 
lumbus 1, Ohio 

Halterman, Robert W., from 117 N. Main St.. 
to Halterman Hospital, London, Ohio 

Haskell, Robert F., from Clinton, Mo., to Box 
67, Kennebunk, Maine i 

Hatchitt, Jack W., from West Des Moines, 
Iowa, to 2126%4 E. University Ave., Des 
Moines 17, Iowa 

Heck, E. Hugh, Jr., CCO ’54; 2217 Hoff Road, 
Flint 6, Mich. 

Heller, Richard E., from 1280 W. King St., 
to 35 N. Queen St., York, Pa. 

Herman, W. E., from Des Moines, Iowa, to 
Danilson Bldg., Adel, Iowa 


1017 “Market St., 


Hollabaugh, Russel E., DMS ’54: Green Cross" 


General Hospital, 15 Broad St., Akron 5, 


Ohio 

Hopkins, Richard E., from Dallas, Texas, to 
2669 Coolidge Highway, Berkley, Mich. 

Hornberger, Otho from 621 W. Exchange 
St., to 643 St., Akron 2, Ohio 

Hull, Keith L., from Yakima, Wash., to 1342 
E. Colter, Phoenix 43, Ariz. 

Ingham, Ezra N., from 221 Steinmeyer Bldg... 
to 620 N. Fifth St., Beatrice, Nebr. 

James, Lester H., from Arcadia, Kans., to 
Sox 47, Sylvan Grove, Kans. 

Kantzler, George W., from 15924 W. Seven 
Mile Road, to 16937 W. Seven Mile Road, 
Detroit 35, Mich. 

Kaplan, Sidney, from 6339 Trotter St., to 
7368 Buist Ave., Philadelphia 42, Pa. 

Kelley, Robert Paul, from 5115 Montrose Blvd., 
to 8715 N. Arkansas, Houston 16, Texas 
Kidder, Alice G., from Greenwich, Conn. to 
South African Mutual Bldg., Church Square, 

Pretoria, South Africa. 

Kinne, Sandford H., ~ N. Mex., 
to 2323 Wyoming Bivd., E. Aibuquerque, 

ex. 

Kleinsmith, Robert A.. KCOS °54; 719 Har- 
court, Grosse Pointe 30, Mich. 

Kobland, Joseph M., from 338 W. King St., to 
34 WwW. King St. Lancaster, Pa. 

sp Milton, from 12523 Third Ave., to 

7 Highland Ave., Detroit 3, Mich. 
aaa Harold I., PCO ’54; Art Centre Hos- 
pital, 5435 Woodward Ave., Detroit 2, Mich. 

Kot, George N., from Dearborn, Mich., to 

3 W. Grand Bivd., Detroit 8, Mich. 

Krier Eugene J., from Bay City, Mich., to 

1504 E. Genesee Ave., Saginaw, Mich. 

Krieger, Martin L., from 3018 Beverly Bivd., 
to 3324 Sunset Bivd., Los Angeles 26, Calif. 

Krug, James R., from Columbus, Ohio, to 
606 Union Natl. Bank Bldg., Denver 9, 
Colo. 

Kuehlhorn, Robert, PCO °53; 161 N. 88th St., 
Wauwatosa 13, Wis. 

Larkin, J. Walter, from 1508 N. Central Ave., 
to 100 W. Osborn Road, Phoenix 42, Ariz. 
Larmoyeux, Louis J., from 37 W. Church St., 
to 124 E. Ashley St., Jacksonville 2, Fla. 
Latini, John J., from Dallas, Texas, to Box 

2246, Capitol Sta., Austin 11, Texas 

Leavitt, Joseph A.. COPS ’53; 1220 Grande 
Vista Ave., Los Angeles 23, Calif. 

Lenzi, A. V., from 2925 E. Davison Ave., to 

2965 E. Davison Ave., Detroit 12, Mich. 
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designed for 


scientific, 
lumbosacral 


Camp lumbosacral supports for 


men provide extension over the 


lumbar region . . . and the proper 


amount of support at the proper 


points. They’re economically priced 


. . . immediately available. Their 


comfort encourages patient cooper- 


ation in their use. 


Medial snap button front closure 
PLUS three hook and eye safety 
catches for easy, positive closing. 


Triple side adjustment . . . lets 
you concentrate the support in 
the proper place in the proper 
amount. 


Two stainless steel stays inserted 
in garment with two additionol 
casings for insertion of extra 
stainless stee! stays for additional 
reinforcement when necessary. 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World's Largest Manufacturers of Scientific Supports 
OFFICES AT: 200 Madison Ave., New York; Merchandise Mart, Chicago: 
FACTORIES: Windsor, Ontario; London, England 


Emory, Joseph A., from Greenfield, Calif., to = 
Box '1, Hayfork. Calif. | 
Everingham, Donald J., CCO ’53; 35998 Huron 
River Drive, New Boston, Mich. | 
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For the well-being 
of your patients 


TAMPAX 


intravaginal protection 
during menstruation. 


Three absorbencies. 


Accepted for Advertising 
in Publications of the 
American Medical Association 


TAMPAX INCORPORATED 
Palmer, Massachusetts 
AOA—I24 
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Lewis, George L., from Catasauqua, 
818 Walnut St., Allentown, Pa. 
Lichty, Harry A., from Traverse City, Mich., 

to 144% River St., Elk Rapids, Mich. 

Lukens, Coralie Dene, from Akron, Ohio to 
1777 25th Falls, Ohio 

Lyon, LeRoy H., Jr., COPS °53; 2507 Maine 

ve., Long Beach 6, Calif. 

MacFarlane, John T., from 47 Washington St., 
to 57 {seuweed St., Malden 48, Mass. 

Mahler, Lawrence P., from Garden City, Mich., 
to 406 Ouray Ave., Grand Junction, Colo. 

Mahoney, Kenneth J., from Scarborough, 
Maine, to Limington, Maine 

Mannarelli, J. .* from 217 “Ww. 18th St., to 
356 W. Tenth St., Erie, Pa. 

Mathews, Irving cco Burton Heights 
Osteopathic Hospital, 1922 Division Ave., 
S., Grand Rapids 7, Mich. 

McEwen, Calvin E., from Long Beach, Calif., 
to 5742 Grand Ave., Buena Park, alif. 
McGowan, William D., Jr., from New Haven, 
a: Va., to 3301 Ashby Road, St. Louis 14, 


Mo. 

McLoyd, Michael J., from Trenton, Mich., to 
1338 Southfield Road, Lincoln Park 25, 
Mich. 

Meeker, Jack F., from Detroit, Mich., to 748 
Middlebelt Road, Inkster, Mich. . 

Mertens, Ronald A., from 419 Boylston St., 
to 609 Centre St., Jamaica Plain, Boston 30, 
Mass. 

Meyer, Sherman W., from 39 W. McDowell 
Road, to 100 W. Osborn Road, Phoenix 42, 


Ariz. 

Miller, Arnold S., from Youngstown, Ohio. to 
102 Youngstown- Poland Road, Poland, Ohio 

Miller, Frederick E., from Detroit. Mich., to 
6712 Grand Ave., Buena Park, Calif. 

Miller, M. Louise, ‘from 30 N. Market St., to 
109 N. High St., Duncannon, Pa. 

Miller, Waldo B., from 292 State St., to 10 
Coombs St., Bangor, Maine 

Murphy, Gerald J., from Citizens Commercial 

Savings Bank Bldg., to Professional Bldg., 

Mount Morris, Mich. 

Musial, Matthew A., CCO °54; Traverse City 
Osteopathic Hospital, Traverse City, Mich. 
Myers, Harold R., from 311 E. Main St., to 

147 N. Center St., Lowell, Mich. 
Nadaud, John J., DMS °54; 337 Arcadia, To- 
ledo 10, Ohio 
Nathanson, Boris, from Hollywood, Calif., to 
Eche Park Ave., Los Angeles 26, 


Pa., to 


Cal 

Nichols, William J., from Des Moines, Iowa, 
to Lake View, Towa ; 

Nickels, Harvey E., Jr., from Waynesville, 
Mo., to Carl Junction, Mo. 

O'Keeffe, Patrick W., PCO °54; Lamb Me- 
morial Hospital, 1560 Humboldt St., Denver 
18, Colo. 

oo. Duncan, from 1750 Getty Ave., to 
821 Apple Ave., Muskegon, Mich. 

Olson, Kenneth N., CCO °'54; 4225 Meadow 
Lane, South Bend 21, Ind. 

Orloff, Herbert L., from New Haven, Conn., 
4 Hicksville Road, Bethpage, L. L., 

Owens, Chester R., from 4701 E. Ninth Ave., 
to 5100 W. 38th Ave., Denver 12, Colo. 

Oyle, Irving, from Pa., to 2 
Grant St., Farmingdale, N 

Parker, J. Norman, Jr.,. Ray Grand Rapids, 
Mich., to McDowell Osteopathic Hospital & 
Clinic, 31 E. McDowell Road, Phoenix 22, 
Ariz. 

Parsons, George R., from Philadelphia, Pa., to 
3304 Cooper Ave., Pennsauken, N. J 

Perloff, Reuben M., from Hollywood, Calif., 
16000 S. Hoover St. .. Gardena, Calif. 

Petermeyer, Bruce E., from 314 N. Center, to 
1800 E. Abram, Arlington, Texas 

Peterson, Robert A., Jr., from Venice, Fla., to 
Route 1, Box 632, Port Orange, Fla. 

Pimentel, A. L., from Concord, N. H., to 313 
Kauikeolani Bldg., Honolulu 13, T. H. 

Polance, Harold N., DMS '54; Hopkinton, 
Towa 

Polatty, Thomas V., DMS °54; Bashline-Ross- 
mann Osteopathic Hospital & Clinic, Cor. 
Pine and Center Sts., Grove City, Pa. 

Rankin, Nelson H., from 1-2-3:4 Kuecks-Wil- 
mot Bldg., to 346 St. Mary St., Pekin, Ill. 

Rasak, John C., from 3521 Winona St., to 
3122 Clio Road, Flint 4, Mich. 

Rawls, Frank W., from 111 D&E E. Main 
to 1800 E. Abram, Arlington, Texas 

Redwine, Alfred A., from Higgins, Texas, to 
Box 49, Darrouzett, Texas 

Redwine, James W., COPS °53; 1247 N. Park 
Ave., Pomona, Calif. 

Reier, Milton, from Los Angeles, Calif., to 119 
Cayuga St., Salinas, Calif. 

Reith, Alvin P., from Burlington, Kans., to 
Hamilton, Mo. 

Rindt, E. A., from 435% N. Sixth St., to 432 
N. Seventh St., Kans. 

Roberts, Clayton R., PCO °54; 8575 Old Line 
Road, Philadelphia 29, Pa. 
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Rose, William L., from Detroit, Mich., to 5151 
Center Road, Maple Heights, Ohio 

Russell, John F., from Delta, Colo., to Box 
275, ‘Clint, Texas 

Sabato, Joseph C., from Mount Clemens, Mich., 

to 15 W. Flint St., Box 567, Lake Orion. 


Mich. 

Salit, Albert E., from Phoenix, Ariz., he 10011 
Bellefontaine "Road, St. Louis 15 

Schaffer, Mortimer, from Miami ‘ie. Fla., 
» 4165 N. W. Seventh Ave., Miami 37, 


"la. 

Schneider, John L., COPS °53; 730 Ninth St., 
Imperial Beach, Calif. 

Sherick, Daniel C., KC °54; Oklahoma Osteo- 
pathic Hospital, 744 W. Ninth St., Tulsa 5, 


Okla. 

Sherman, Richard J., from Dearborn, Mich., to 
7106 Park Ave., Allen Park, Mich.. 

Schiff, Martin, from Santa Monica, Calif., to 
12900 Venice Blvd., Los Angeles 66, aes 

Simonian, Ralph M., ‘from Oakland, Calif. 
Los Angeles Count Osteopathic Seasital, 
ad N. Mission Road, Los Angeles 33, 

alif. 

Simpson, Clinton M., from 4121 Wilson Ave., 
ae 356, to 7988 California St. ., Fair Oaks, 

ali 

Smith, Frederick Curtis, DMS °54; McLaugh- 
lin Osteopathic Hospital, 619 Townsend St., 
Lansing 15, Mich. 

Smith, Kenneth B., from Lawndale, Calif., to 
Cor. Barstow & 29 Palms Roads, Lucerne 
Valley, Calif. 

Smock, Anna M., from Los Angeles, Calif., 
. 3925 Mannheim Road, Kansas City 10, 


Snyder, Daniel P., from Ann Arbor, Mich., 
_ to 18160 Woodward Ave., Detroit 3, Mich. 

Sossei, Elliott J., from 33-04 ~~ Ave. +» to 30- 
48 36th St., Astoria 

Spanos, Michael G.. from Mount Clemens. 
Mich., to 12411 St. Clair Ave., Cleveland 
8, Ohio 

Starr, Charles E., from Ireton, Iowa, to 4502 
Stone Park Blvd., Sioux City 17, lowa 

Steinecker, Henry ‘Ww. DMS °'54; 1233 Old 
Orchard Ave., Dayton 5, Ohio 

Steingard, Paul’ M.. PCO °54; 639 Park Lane, 
Philadelphia 44, Pa. 

Steinsnyder, Wynne Alan, PCO °54; 4814 
Larchwood Ave., Philadelphia 43, Pa. 

Striks, Gilbert J., from Detroit, Mich., to 21700 
Sussex, Oak Park 37, Mich. 

om, William D., from Coalinga, Calif., to 
1507 47th St., San Diego 2, Calif. 

Suderman, Joe, KC °54; Oklahoma Osteopathic 
Hospital, 744 W. Ninth St., Tulsa 5, age 

Swiacki, Gerald Joseph, from Detroit, Mich., 
7401 Esper, Dearborn, Mich. 

Terrell, Paul E., from 3623 Sixth Ave., to 
3517 Sixth Ave., Des Moines 13, Iowa 

Terry, Philip B., Jr., from 4 North St., to 
693 Main St., Hingham, Mass. 

Thorne, Lewis E., from 1971 Horton Ave., 
to 425 College Ave., S. E., Grand 
Rapids 3, Mich. 

Tompkins, Bruce C., from Cleveland Heights, 
Ohio, to Forest Hill Hospital, 924 E. 152nd 
St., Cleveland 10, Ohio 

Tracy, H. L.. from Seattle, Work. to 3310 
Waco St., San Diego 17, Cali 

Tridico, William J., from 1253 Market St.. 
to 766 W. Market St.. York, Pa. 

Turner, John C., from Detroit, Mich., to 24109 
W. Ten Mile Road, Birmingham, Mich. 

Vigderman, D. Leonard, from Forest Hills, 
N. Y., to 40 E. 61st St. .. New York 21, 


Wallner, Leonard, from 2000 S. Etting St., 
to 2730 McKean St., Philadelphia 45, Pa. 
Weaver, Gerald L., PCO °54; 4236 Spruce St., 

Philadelphia 4, Pa. 

Wellman, William J., from Loving, N. Mex., 
to 300 E. Fulton St., Grand Rapids 3, Mich. 

West, Robert L., from High Grove Road & 71 
Highway, Route, to 13121 71 Highway, 
Grandview, Mo. 

Wildman, W. W., from Hatch, Mex., to 308 
W. Richardson, Artesia, N. 

Wildt, Robert, from 1005 Bank of Lansing 
Bidg., to 500 N. Capitol Ave., Lansing 15, 
Mich. 

Winslow, William E., from 1712 Bennett St., 
to 1711 Garrett Ave., Dallas 6, Texas 

Wonder, H. Harpster, Jr., from Oostburg, 
Wis., to 6733 W. Lincoln Ave., Milwaukee 
14, Wis. 

Yankowitz, Philip, COPS °53; Imperial Medical 
a. 12631 Lakewood Blvd., Downey, 

alif. 

Young, Ralf I., from 414 W. 21st St., to 5955 
Cherry Ave.,. Long Beach 5, Calif. 

Yurkon, Edward J., from St. Louis, Mo., to 
Burton Heights Osteopathic Hospital, 1922 
Division Ave., S., Grand Rapids 7, Mich. 

Zimmerman, Edward, PCO °54; 700 W. Roose- 
velt Blvd., Philadelphia 40, Pa. 
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D source OF VALU 
low cost of less 
RICH IN VITAMIN-B COMPLEX 
dequate jn many diets. 


So often 


-planners 


Naturally low sodium. 
cooking cereals. 


for good daily nutrition «+ 
= Whole Whest, with 5% Extra Wheat Germ | 
Twice Much as in Natural Whole Wheat 
— Contains all nutrients of whole wheat pe = 
extra wheat germ. 
EIN 
at _ounce serviné- 
Adds interest to bland diets. Gently stimulates peristalsis. 
DELICIOUS HEART-OF-WHEAT FLAVOR 
Appeals to children and adults. 
cooxs IN 10 SECONDS A timesaver mes) 
appreciate. 
— ideal in Low-Sodium Diets - - 
j No sodium salt added as in som 
— = america’s NO. | wot WHOLE WHEAT CEREAL | 
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CONTROLLED AIR 


A husky little giant that gives you all the air or 
vacuum you'll ever need. It's quiet as a whisper, 
too, and can be used in your office or in a 
home or hospital without annoyance. Put it in a 
cabinet —on a table—on the 
floor. It'll stay put without 
walking. Automatic oiling, liquid 
trap, filter, muffler, gauges, 
regulators, cut-off and switch 
ere all standard equipment. '/« 
H.P. motor and 4-vane pump for 


115 V., 60 ey., A.C. 
$69.50 


32 Ox. bottle in stainless attach- 
able bracket. $15.00 


609 COLLEGE STREET 


INSTRUMENTS 


-SUCTION 


CINCINNATI 2, OHIO 


SINCE 1837 


QUICK 


and Itching 


for details. 


Published clinical reports show nothing re- 


RELIEF lieves surface pain and itching like Americaine 
. . because only Americaine contains 
from dissolved benzocaine. 
Surface Pain sustains relief from 2 to 6 hours. In Ointment 


or handy Aerosol Spray for office use. 


Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
1316-C SHERMAN AVE., EVANSTON, ILL. 
in Canada: Brent Laboratories, Ltd., Toronto 


20% 
Americaine relieves fast, 


Write 


In 
CHRONIC 
URINARY 

INFECTIONS 


BETTER CONTROL with LESS CONTROL 


A self-acidifying methenamine urinary antiseptic permitting high dosage 
without toxicity. Quickly soothes inflamed mucosa. Bacteriostatic 
against E. Coli, S. Albus, S. Aureus. Requires no periodic blood tests, 
etc. May be prescribed alone or with suitable antispasmodics and sed- 
atives as individually required—tr. belladonna, tr. hyoscyamus, pheno- 
barbital, etc. Especially useful for older patients. Send for samples. 


COBBE PHAR. DIV.—BORCHERDT MALT EXTRACT CO. 
217 N. Wolcott Ave. Chicago 12, Illinois 


Mild Mucus Solvent 
for Nose and Throat 


The Alkalol Company 
Taunton 23, 

Mass. 


4 54 

AIR SUCTION PUMP 

q T 

SF 
£299" AC: 
y, 
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IN TREATING 


GERMICIDE ANTIPRURITIC 


CONSTIPATION 


Laboratory and clinical investigations have 
proved Dermycin effective against a variety of 


. skin-infecting bacteria and fungi. 
due to an abnormally tight nad Indications for its use include: 


i i TINEA INFECTIONS 
(“athlete’s foot,” tinea capitis, Dhobic itch, etc.) 
Consider the advantages of PRURITUS ANI 


(of fungus origin) 


Drugless Dilation Therapy. ACNE VULGARIS 
DERMATITIS VENENATA 


J ak ) 
Young's Rectal Dilators (MANOR SURGERY 
= Dermycin is so useful, so versatile, it a 
4 graduated sizes to specialist and general practitioner alike. 
In all cases the area must be washed with mild white soap 
$5.50 children and water. Dry and apply y~ ae least twice a day, 


or as a wet dressing where in 
$5.75 adults. Supplied in 1, 2, 8 and 16 fi. oz. bottles. 


(Dermycin is not advertised to the laity.) 
Write for professional sample. 


Write today for reprint of article 
“Treatment of Constipation" 


F. E. YOUNG and COMPANY CHAL-YON CORPORATION 
420 E. 75th St., Chicago 19, ILL. 


65 PINE STREET NEW YORK 5, N. Y. 


@# WELL TOLERATED — 
ORANGE FLAVORED SYRUP 


Parazine is readily accepted by all age groups and is in itself capa- 
ble of clearing infestations of Enterobius vermicularis. Enemas 
and laxatives are NOT necessary. It is virtually nontoxic in recom- 
mended doses and is usually well tolerated. Clinical studies* with 
the active ingredient of PARAZINE have demonstrated its unusual 
effectiveness — over 80% of the cases having been cleared by one 
course of treatment. 


Send for technical information TODAY. 
*White, R.H.R., and Standen, O.D., Brit. Med. J., 2:755, 1953 


S.J. Tutac anp Company 


19180 MT. ELLIOTT AVENUE DETROIT 34, MICHIGAN 


eae 
= 
PIN DOWN PIN WORM. 
INFESTATIONS WITH. 
FORMULA 
Lec 
NEV TASL C780) 
PIPERAZiyp 
TRATE 
Py & OF, Gan 
VERAZINE 
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Treatment Tables and Stools Available 


IDEAL 
FOLDING 
TABLE 


Well constructed, strong. 
Will not tip or shake. 
Easy to open and close. 
Length 69”. Width 22”. 
Height 27%”. Carrying 
weight 32 Ibs. 

Walnut finish. 

Simulated leather cover- 
ing — brown, green or 
maroon. 

Heavy standard padding 
(Paratex and felt.) 2” 
Paratex padding $10.00 
additional. Shipping 
weight 35 to 37 Ibs. 


Price—$40.00 


IDEAL STRAIGHT TABLE 


~ Handmade by expert craftsmen. 

Handsome, Strong, Durable, Comfortable. 

Solid wood legs 3”x4”. 

Length 72”. Width 22”. 

With drawer $5.00 additional. 

With stirrups $10.00 additional. 

Height 2714”. Shipping weight 125 to 
130 Ibs. 


Artificial leather covering—brown, green 
or maroon. Heavy standard padding, 
(Paratex and felt.) 2” Paratex padding 
$10.00 additional. 


IDEAL STOOL 


Sturdy and well-made. Will not tip over. 


Solid wood construction. Three and four rungs. Top made of 
one piece solid wood 114” thick. 


Polished or upholstered top. Length 22”. Width 14”. Height 
20”. Shipping weight 25 Ibs. 


Medium Oak J $35.00 


American Osteopathic Association 


212 E. Ohio St., Chicago, Ill. 


i 
Solid Walnut................$65.00 
DISTRIBUTORS 
The manufacturers of these tables 
antee on workmanship and materials. 
All items gated f.o.b. from factory 
in Kirksville, Cash must accom- 
pany orders. 
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By OLIVER S. ORMSBY, M.D. 


Late Rush Professor of Dermatology, University of Illinois; Attending 
Dermatologist to the Presbyterian Hospital of Chicago; etc. 


Long considered an outstanding book, this one- 
volume work gives physicians and specialists vir- 
tually everything of importance on all phases of 
dermatology. Clinical considerations of the skin 
met in everyday practice are described and illus- 
trated and each entity is considered with respect 
to symptoms, etiology, .pathology, differential diag- 
nosis and treatment. For the new 8th edition, the 
text has been enlarged to permit discussion of newer 
diseases and therapies. These include the use of cor- 
tisone and corticotropin in various dermatoses; of 
the antibiotics, especially penicillin, in the treat- 
ment of syphilis; new treatments of lupus erythe- 
matosus: burns, including atom bomb burns, ete. 


New 8th Edition. 1503 Pages, 


Washington Square 


Fully Up to date New 8th Edition! 


ORMSBY and MONTGOMERY— 


Diseases of the Skin 


and HAMILTON MONTGOMERY, M.D., M.S. 


Professor of Dermatology and Syphilology, Mayo Foundation for Medi- 
cal Education and Research, Graduate School, Gaiversity of Minnesota, 
Rochester, Minnesota; etc. 

A new chapter on Cutaneous Vascular Diseases, by 
Eugene M. Farber, brings together all on this sub- 
ject that was previously scattered throughout the 
text, with the addition of many new studies. The 
chapter on Chemistry and Physiology of the Skin, 
by Dr. Walter C. Lobitz, Jr., is based on consider- 
ble personal research. It is one of the most com- 
prehensive reports in current medical literature. 


Dr. Edward D,. DeLamater has revised the chap- 
ter on Diseases Due to Plant Parasites with new data 
on immunologic studies; and Dr. Robert R. Kier- 
land has brought up to date the chapter on Syphilis. 
Of the 750 illustrations, 117 are new. 


750 Illustrations on 666 Figs. and 18 in Color on 11 Plates. $22.00 


LEA & FEBIGER 


Philadelphia 6, Pa. 


A pleasant-tasting tablet...to be 
dissolved slowly in the mouth...not 
to be chewed or swallowed...made 
from milk combined with dextrins 
and maltose and four balanced non- 
systemic antacids...** 


Promptly stops ulcer pain... holds 
it in abeyance...and hastens ulcer 
healing. 

In tubes of 25 at all pharmacies. 

,Physicians are invited to send for 
reprints and clinical test samples. 


et mann, F.,and Goldberg, E., J. Lab. 
lin. Med. 42:955 (1953). 
“ans trisilicate, 3.5 gr.; Ca carbonate, 2.0 
ey Mg oxide, 2.0 gr.; Mg carbonate, 
.5 gr. 


HORLICKS CORPORATION 


Pharmaceutical Division + RACINE, WISCONSIN 


save on 
your drug 
and supply 


DOCTOR 


for current 


PHYSICIANS’ DRUG & SUPPLY CO. 
Third and Callowhill Sts., Philadelphia 6, Pa. 


Please send me your Current catalog. 
t 


ADDRESS 


city ZONE STATE 
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Those everyday cases where 
quick, specific action is demanded 
... covered precisely in — 


MEDICAL 
EMERGENCIES 


By DR. FRANCIS D. MURPHY 


From an unusually full experience and special studies 
in this field, Dr. Murphy has written a book on those 
acute conditions which strike in the home, street or 
at daily work. He covers those problems which occur 
with dramatic suddenness . . . and he serves with 
quick, specific counsel on approach and treatment. 


Clinical diagnosis is emphasized and the differential 
diagnoses are also given when helpful. The many 
notes on the diagnostic approach will be found most 
useful in planning the correct management of the 
case. The treatment and care of each patient are 
developed in great detail, avoiding the unessential 
and stressing the modern approved therapeutic aids. 


The Fourth Edition reflects many additions, with 
extensive revision of the sections on metabolic dis- 
orders, tropical diseases, diseases of the liver, heart 
disorders, and the antibiotics. 


590 PAGES, ILLUSTRATED. 


1914 Cherry Street 
Wea” Philadelphia 3, Pa. 


75 YEARS OF MEDICAL PUBLISHING 


F, A. DAVIS CO., 1914 Cherry St., Phila. 3, Pa. 
Please send and charge to my account: | 


MEDICAL EMERGENCIES: Diagnosis and Treatment, $17.50 | 
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. Public Relations meetings 


Do You Need 
Program Material? 


_ We have it for 


. . . District meetings 

. . « Specialty College meetings 
. . . Conventions 

. . . Hospital Staff meetings 


And we have films in any field 
of medicine or public health 


. . . Our film library contains new 
osteopathic films 


. . « Our catalog file contains thou- 


sands of listings of avail- 
able films 


Write Us 
About Your Program Needs 


THE OFFICE OF 
AUDIO-VISUAL EDUCATION 


The Osteopathic Foundation 
212 East Ohio Street 
Chicago |, Ill. 
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You Can’ 


Prescribe 


» 


BACK SUPPORTS 


with | 
Confidence 


By working closely with the medical pro- 
fession for over 60 years, Freeman has de- 
veloped a complete line of surgical sup- 
ports. From this line you can select and 
prescribe with complete confidence in the 
suitability of each garment for its purpose, 
in the quality of its construction and in 
the comfort it will give the wearer. 


MEN FOR WOMEN 

Freeman corset-type back supports are 
made in models which provide supportive 
and conservative measures in any required 
degree to almost complete immobilization. 
The great advantage of this type of gar- 
ment is that it can be worn comfortably while 
sitting, standing or lying. In addition to cor- 
rect design and fine construction, Freeman 
supports embody many improvements to 
increase comfort and convenience for the 
wearer. For example, linings and stay 
covers are cushioned for comfort. All side- 
| laced back supports have Freeman’s ex- 
| elusive self-smoothing, non-wrinkle fly. 


Mail coupon for details of Freeman qual- 
ity features and free reference catalog. 


FREEMAN MANUFACTURING COMPANY 
Dept. 612, Sturgis, Michigan 

Please send details on new Freeman features and 

include free pocket-size reference catalog. 
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DIVISION OF PUBLIC AND PROFESSIONAL WELFARE 
212 EAST OHIO STREET * CHICAGO 11, ILLINOIS 


CHAIRMAN: J. K. JOHNSON, JR., D.0. DIRECTOR: D. DAVID DARLAND 


Dear Doctor; 


How much radio air time has been devoted by radio stations in your state to programs put 
out by your state and/or national organizations? Very little, I'll wager! Too little! And it’s 
such a shame—because the programs are available. 


THE DOCTOR’S STORY (tape) 
THE DOCTOR’S STORY (live) 
SYMPTOMS OF OUR TIME (tape) 


Just a few words about one of these series of programs—SYMPTOMS OF OUR TIME. Not 
our words, but the words of George Jennings, Director of the Division of Radio and Tele- 
vision for the Chicago Board of Education. 


“I hope that every program in the series matches the 
one I auditioned in writing quality, production, and 
all else that makes a radio program interesting and 
exciting. I commend you most whole-heartedly upon 
the fact that your approach to this problem is most 
broad. In the end, we are all working for those 
things which seem to better living everywhere.” 


Not many more words from us—but rather a listing of the program titles in the SYMPTOMS 
OF OUR TIME series. ' 


Migraine 

Allergy 

Heart Disease 

The Democratic Cold 
Alcoholism 

The Fatigue Threshold 
Peptic Ulcer 

The Fat of the Land 
Lung Cancer 
Arthritis 

Neuroses 

Radiation Sickness. 
Army of the Aged 


Tuberculosis 

The Drug Addict 
Diabetes 
Cerebral Palsy 
Brainwashing 
Poliomyelitis 
Rheumatic Fever 
Malaria 
Influenza 
Hypertension 
Sinus Trouble 
Pneumonia 

The Accident Plague 


Here are twenty-six tape-recorded programs which should be on the air in your state! The 
primary aim of these programs is to acquaint the public with the health problems which are 
particularly representative of this age in the life of man. We feel that we have been successful 
in our purpose. 


Why aren’t these programs carried by stations in your state? Quite frankly, doctor, the answer 
is simply that no one in your state has made the attempt to schedule these programs. The 
answer then lies with YOU! 


What are you going to do about it? 
Sincerely yours, 


Assistant Director 


the grim Gila isn’t prone to dyspepsia... 


Miniature descendant of the Dinosaurs, the Gila monster (Heloderma 
suspectum) of the southwestern deserts is one of the only two 
poisonous lizards known. Enormously powerful jaws and numerous 
grooved teeth enable the Gila to secure its prey of small animals. But 
even its own venomous saliva doesn’t make this monster dyspeptic. 


More emotional than the Gila, however, Homo sapiens frequently 
gives himself dyspepsia or even peptic ulcer. When he does, 
pleasant-tasting TITRALAC is a logical prescription. It gives relief 
in minutes that continues for hours. This was shown by in vitro 
tests on 16 commonly used antacids. In this study, TITRALAC 


*... brought the pH up the most rapidly and to the 
highest level of all the preparations which were investi- 
gated. The sustaining power was stronger, in addition.” 


STITRALAC 


unique antacid*—with milk-like action 


Hammariund, E. R., and Rising, L. W.: 
J. Am. Pharm. A. (Scient. Ed.) 41:295, 1952. 


*TITRALAC is Schenley’s preparation of Glycine + calcium carbonate; U.S. Patent No. 2,429,596 


SCHENLEY LABORATORIES, INC e NEW YORK 1, NEW YORK 


14054 


| 
Schen, 


£ 


<= 


For relief of pain and itching in sunburn, 
simple burns, hemorrhoids, diaper rash, 
fissured nipples, skin abrasions, athlete’s 
foot, and other conditions in which surface 
anesthesia is desired; also indicated as an 
anesthetic-lubricant for instrumental pro- 
cedures, and in ophthalmology. 

Nupercainal Ointment is particularly suit- 
able for mucous membranes and for dry, 


SURGERY OBSTETRICS 
OPHTHALMOLOGY 


CIBA 


SUMMIT, 


PROCTOLOGY 


Nupercainal* 
long-acting 


surface 
anesthetic 


encrusted surfaces. For moist or weeping 
lesions, Nupercainal Cream is available. 
NUPERCAINAL OINTMENT 
(1% Nupercaine® base in lanolin and petrolatum 
base) 
NUPERCAINAL CREAM 
(0.5% Nupercaine base in water-washable base) 
NUPERCAINAL OPHTHALMIC OINTMENT 
(0.5% Nupercaine base in white petrolatum) 


Nupercainal® Ointment 
(dibucaine ointment CIBA) 


Nupercainal® Cream 
(dibucaine cream CIBA) 
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